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Preface 


Practicing  psychotherapists  frequently  cite  interesting  cases.  Emi- 
nent authorities  often  use  such  cases  as  vehicles  for  discussion  of 
theoretical  and  procedural  points.  We  seldom  have  an  opportunity 
to  hear  several  well-known  persons  with  variant  points  of  \  iew  simul- 
taneously discuss  one  specific  instance  taken  from  actual  psycho- 
therapy. This  book  attempts  to  approximate  that  desirable  situation 
with  many  instances.  In  it  you  will  find  twenty-three  anonymous 
"critical  incidents,"  accounts  of  events  which  therapists  in  the  field 
thought  worthy  of  procedural,  theoretical,  or  ethical  comment.  After 
each  critical  incident  you  will  find  the  opinions  of  several  eminent 
"consultants"  on  such  issues  as  ways  the  case  should  ha\e  been 
handled,  implications  for  theory  and  practice,  and  ethical  and  legal 
ramifications.  In  the  last  chapter  the  editors  have  analyzed,  summa- 
rized, and  drawn  conclusions  from  the  discussions  by  twent\^-eight 
consultants  about  twenty- three  distinct  critical  incidents. 

The  book  serves  a  varietv  of  readers.  The  professional  psycho- 
therapist or  counselor  will  find  a  wealth  of  concrete  instances  which 
will  parallel  those  of  his  own  work,  along  with  many  \ie\\'points  on 
dynamics  and  procedural  matters  relating  to  them.   The  student 
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psychotherapist  who  wishes  to  broaden  his  pni-view  of  psychotherapy 
will  discover  startling  similarities  among  authors  whose  isolated 
writings  may  appear  poles  apart.  A  ver)^  gratifying  feature  of  the 
book  is  the  number  of  "off-beat"  speculations  which  the  informal 
nature  of  the  discussion  has  encouraged.  Experimentalists  and  theo- 
reticians will  find  these  speculative  flights  thought-provoking.  The 
editors  have  discovered  that  lay  readers  find  the  material  fascinating. 
It  has  even  been  used  with  considerable  success  as  adjunctive  biblio- 
therapv  with  less  disturbed  cases. 

The  process  of  constructing  the  book  went  as  follows:  Approxi- 
matelv  four  hundred  practicing  psychotherapists  were  invited  to 
submit  "critical  incidents"  of  theoretical,  procedural,  or  ethical  inter- 
est. Thev  also  were  asked  to  suggest  "consultants"  they  would  like  to 
have  comment  on  the  critical  incidents.  Forty-one  incidents  were 
selected  from  those  submitted. 

The  various  consultants  suggested  b\'  the  contributors,  as  well  as 
a  number  of  people  in  related  disciplines,  such  as  theoretical  psy- 
chology, sociologv,  semantics,  theology,  and  anthropology,  were  in- 
vited to  participate.  Those  who  agreed  to  do  so  were  sent,  for  the 
most  part,  ten  critical  incidents  from  which  thev  were  asked  to  com- 
ment on  as  manv  as  they  wished  and  in  any  way  they  deemed  perti- 
nent. Incidents  which  received  fewer  than  five  comments  were  not 
included  in  the  book. 

The  editors  wish  to  extend  their  appreciation  to  all  the  contribu- 
tors and  consultants,  whose  names  follow  this  preface,  for  their 
generous  help.  We  have  an  even  deeper  indebtedness  to  a  number  of 
individuals  who  helped  in  various  special  wavs,  primarily  with  en- 
couragement during  the  earlv  phases  of  the  work.  Specificallv,  we 
acknowledge  the  efforts  of  Rudolf  Dreikurs,  Abraham  Maslow,  O. 
Hobart  Mowrer,  and  Carl  Rogers.  Both  Frieda  Fromm-Reichmann , 
and  Robert  M.  Lindner,  who  very  early  accepted  our  invitation  to 
serve  as  consultants,  died  before  they  could  participate.  We  wish 
also  to  thank  Josephine  Standal  and  Lucv  Corsini  for  their  forbearance 
and  encouragement.  Valuable  editorial  assistance  was  given  bv  Louis 
Segaloff.  Finally,  we  thank  Polly  Welch  for  her  many  extra  hours  of 
patient  typing  and  retyping. 

Stanley  W.  Standal 
Raymond  J.  Corsini 
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The  authorities  in  the  social  and  biological  sciences  who  are  listed 
below  have  all  made  significant  contributions  to  the  understanding 
of  human  personality.  Each  of  them  has  also  thereby  given  something 
to  the  complex  task  of  helping  that  personality  attain  greater  har- 
mony. In  this  book  their  experience  and  wisdom  is  pooled  in  such  a 
way  that  we  can  observe  and  pinpoint  tlieir  similarities  and  differ- 
ences as  these  are  operative  in  real-life  issues. 

Nathan  W.  Ackerman,  M.D.,  is  Associate  Clinical  Professor  of  Psychiatr\- 
at  Columbia  University  and  Attending  Psychoanalyst  at  the  Psycho- 
analytic Clinic  for  Training  and  Research  in  New  York  Citv.  He  is 
also  Clinical  Director  of  the  Family  Mental  Health  Clinic.  He  is 
president  of  the  Association  for  Psychoanalytic  Medicine,  and  has 
been  a  psychiatrist  at  the  Menninger  Clinic  in  Topeka,  Kansas,  and 
Director  of  The  Child  Development  Center  in  New  York  City.  His 
special  interests  are  psychosomatic  medicine,  child  psychiatr)-,  and 
interdisciplinary  research.  His  books  inckide  Personality  in  Atierial 
Hypertension  (1945),  Antisenutism  and  Emotional  Disorder  (1950), 
and  The  Psychodynamics  of  Family  Life  (1958). 
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C.  Knight  Aldrich,  M.D.,  is  Professor  and  Chairman  of  the  Department  of 
Psychiatry  at  the  Universit)^  of  Chicago  School  of  Medicine.  Formerly 
he  was  Associate  Professor  of  Psychiatry  at  the  University  of  Minne- 
sota Medical  School  where  he  established  a  liaison  service  between 
the  departments  of  psychiatry  and  internal  medicine.  Dr.  Aldrich 
began  his  medical  career  with  the  United  States  Public  Health  Service. 
He  has  published  Psijchiatry  for  the  Family  Physician  (1955)  and 
various  articles,  chiefly  relating  to  the  interpretation  of  dynamic  psy- 
chiatry to  physicians. 

Robert  R.  Blake,  Ph.D.,  is  Professor  of  Psychology  at  the  University  of 
Texas  and  Director  of  the  Human  Relations  Training  Laboratory.  In 
1949-50  he  was  Honorary  Clinical  Psychologist,  Tavistock  Clinic, 
London,  and  Visiting  Professor  of  Psychology,  University  of  Reading, 
Reading,  England.  From  1950-51  he  was  Research  Associate  at  Har- 
vard University.  His  primary  interest  is  the  laboratory  method  of 
training  in  social  psychology.  Dr.  Blake  is  co-author  of  Perception: 
An  Approach  to  Personality  ( 1951 ) . 

Rudolf  Dreikurs,  M.D.,  is  Professor  of  Psychiatry  of  the  Chicago  Medical 
School  and  Director  of  the  Alfred  Adler  Institute,  Chicago.  Past 
President  of  the  American  Society  of  Adlerian  Psychology  and  of  the 
American  Society  of  Group  Psychotherapy  and  Psychodrama,  Dr. 
Dreikurs  is  also  founder  and  first  editor  of  the  Journal  of  Individual 
Psychology.  A  student  and  collaborator  of  Alfred  Adler,  he  is  a  lead- 
ing exponent  of  Adlerian  Psychology  and  Group  Psychotherapy.  His 
major  publications  are  The  Challenge  of  Marriage  (1946),  The  Chal- 
lenge of  Parenthood  (1947),  Fundamentals  of  Adlerian  Psychology 
( 1950),  Character  Education  and  Spiritual  Values  in  an  Anxious  Age 
(1952),  and  Psychology  in  the  Classroom  (1957). 

Wladimir  G.  Eliasberg,  M.D.,  Ph.D.,  is  in  the  private  practice  of  psychiatry 
in  New  York  City.  He  was  the  founder  and  general  secretary  of  the 
German  Congress  for  Psychotherapy,  editor  of  the  Allg.  Aertztl 
Ztschrft.  f.  Psychother.,  and  Visiting  Professor,  Academy  of  Political 
Sciences,  Prague.  He  is  now  the  Associate  Editor  of  Group  Psycho- 
therapy. Among  his  numerous  writings  are  Psychologic  und  Pathologic 
der  Abstraktion  ( 1925 )  and  Multitudes,  Moguls  and  Mind  Healers 
(1957). 

Albert  Ellis,  Ph.D.,  practices  psychotherapy  and  marriage  counseling  in 
New  York  City.  Formerly,  he  was  Chief  Psychologist  of  the  New 
Jersey  Department  of  Institutions  and  Agencies  and  the  New  Jersey 
State  Diagnostic  Center,  Menlo  Park.  He  is  past  Chairman  of  the 
New  York  Association  of  Psychologists  in  Private  Practice.  Dr.  Ellis  is 
founder  ( circa  1955 )  of  the  approach  to  psychotherapeutic  teclinique 
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known  as  rational  p.sycholheraptj.  His  major  books  an;  An  Introduc- 
tion to  the  Principles'  of  Scientific  P.sychoanahjm-  (1950;,  The  Ameri- 
can Sexual  Tragedy  ( J  954 ) ,  New  Approaches  lo  Psijchotherapy  Tech- 
niques (1955),  How  to  Live  with  a  Neurotic  (1957),  and  Sex  without 
Guilt  (1958). 

Jerome  D.  Frank,  M.D.,  Ph.D.,  is  Associate  Professor  of  Psychiatry  at  Johns 
Hopkins  University  Scliool  of  Medicine  and  Psycfiiatrist-in-Charge  of 
the  Psychiatric  Out-Patient  Department  at  Johns  Hopkins  Hospital. 
Dr.  Frank  was  strongly  influenced  by  Kurt  Lewin,  and  did  research 
on  self-esteem,  level  of  aspiration,  and  social  influence.  His  current 
research  interest  is  in  group  psychotherapy  and  the  "placebo"  effect. 
He  is  the  co-author  of  Group  Psychotherapy:  Studies  in  Methodology 
of  Research  and  Therapy  ( 1953 ) . 

Viktor  Frankl,  M.D.,  Ph.D.,  is  Professor  of  Psychiatry  and  Neurology  at 
the  University  of  Vienna  Medical  School  and  Chief  of  the  Neurological 
Department  of  the  Vienna  Polyclinic.  He  is  President  of  the  Austrian 
Medical  Society  for  Psychotherapy.  He  was  formerly  Chief  of  the 
Neurological  Department  at  the  Rothschild  Hospital  in  Vienna.  He 
has  lectured  at  the  University  of  Buenos  Aires,  Harvard,  Princeton, 
Yale  and  Columbia  Universities.  Dr.  Frankl  is  the  founder  of  a  school 
of  psychotherapy  known  as  logotherapy  or  existential  amlysis.  He  is 
the  editor  of  Handbuch  der  Neurosenlehre  und  Psychotherapie  (five 
volumes).  Among  his  books  are  The  Doctor  and  the  Soul:  An  Intro- 
duction to  Logotherapy  (1955),  and  A  Psychologist  Experiences  Life 
in  a  Concentration  Camp  (1958). 

lago  Galdston,  M.D.,  has  been  in  psychiatric  practice  since  1925.  He  is  the 
Executive  Secretary  of  the  Medical  Information  Bureau  of  The  New 
York  Academy  of  Medicine,  and  was  formerly  Director  of  Health 
Activities  of  the  Community  Councils  of  Greater  New  York  and  Con- 
sultant in  Health  Education,  National  Tuberculosis  Association  He  is 
associated  with  New  York  Medical  College,  Fordham  Universitv  and 
New  York  University  School  of  Education.  Dr.  Galdston  is  the  author 
oi  Progress  in  Medicine  (IMO),  Behind  the  Sulfa  Druos  (1943)  The 
Meaning  of  Social  Medicine  (1954),  and  co-author  ohiodern  Atti- 
tudes  in  Psychiatry  (1946)  and  Freud  and  Contemporary  Culture 
(1957).  '^ 

Vincerit  Victor  Herr,  Ph.D.,  S.J.,  is  Chairman  of  the  Department  of  Psv- 
chology  at  Loyola  University,  Chicago.  Prior  to  tliis  he  was  Professor 

'  of  Philosophy  at  West  Baden  College  and  Assistant  Professor  of 
Biology  at  Xavier  University.  He  is  a  former  president  of  tlie  Ameri- 
can Catholic  Psychological  Association.  He  has  done  research  in  phvs- 
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iological  changes  in  treatment  for  neuroses  and  psychoses,  and  is 
the  author  of  How  We  Influence  One  Another  ( 1945). 

Ernest  R.  Hilgard,  Ph.D.,  is  Professor  of  Psychology  and  Education  at 
Stanford  University.  He  has  been  an  instructor  at  Yale  University, 
Executive  Head  of  the  Department  of  Psychology  at  Stanford,  and 
later  Dean  of  the  Graduate  Division.  He  is  past  President  of  the 
American  Psychological  Association  and  past  President  of  the  Society 
for  the  Psychological  Study  of  Social  Issues.  Dr.  Hilgard  is  identified 
primarily  with  experimental  psychology,  especially  the  psychology  of 
learning  (he  was  awarded  the  Warren  Medal  in  1940).  Now  Associate 
Director  of  the  Laboratory  of  Human  De\  elopment  at  Stanford,  Dr. 
Hilgard  is  doing  research  on  human  motivation.  He  is  co-author  of 
Conditioning  and  Learning  (1940)  and  Psychoanalysis  as  Science 
(1952);  and  author  of  Theories  of  Learning  (1956),  and  Introduction 
to  Psychology  (rev.  ed.  1957). 

/.  McV.  Hunt,  Ph.D.,  is  Professor  of  Psvcholog}^  and  Coordinator  of 
Training  and  Research  in  Clinical  and  Counseling  Psychology  at 
the  University  of  Illinois.  He  was  formerly  the  Director  of  the  Institute 
of  Welfare  Research  for  the  Community  Service  Society  of  New  York, 
Associate  Professor  at  Brown  University,  and  Psychological  Consultant 
at  Butler  Hospital.  His  interests  have  been  in  psychotherapy  and  ex- 
perimental psychology.  He  is  a  past  president  of  the  American  Psycho- 
logical Association,  and  former  editor  of  the  Journal  of  Abnormal  and 
Social  Psychology.  He  is  the  editor  of  Personality  and  Behavior  Dis- 
orders (2  vols.,  1944);  and  the  author  of  Measuring  Results  in  Social 
Casework  ( 1950),  Testing  the  Results  of  Social  Casework  ( 1950),  and 
A  Followup  Study  of  the  Results  of  Social  Casework  ( 1953). 

Fay  B.  Karpf,  Ph.D.,  is  in  private  practice  in  Beverly  HiUs,  California.  She 
was  formerly  a  faculty  member  at  the  Graduate  School  for  Jewish 
Social  Work,  New  York  City.  Her  approach  to  psychotherapy  is  neo- 
Rankian,  psycho-social,  and  interdisciplinary.  Dr.  Karpf  was  analyzed 
by  Dr.  Otto  Rank  and  was  associated  with  him  for  several  years.  She 
is  the  author  oi  American  Social  Psychology,  Its  Origins,  Development, 
and  European  Background  (1932),  Dynamic  Relationship  Therapy 
(1937),  Personality  from  the  Standpoint  of  Rankian  "Will"  or  "Dy- 
namic Relationship"  Psychology  (1940),  and  The  Psychology  and 
Psychotherapy  of  Otto  Rank  ( 1953 ) . 

/.  W.  Klapman,  M.D.,  is  on  the  staff  of  the  Chicago  State  Hospital  and 
Consultant  at  the  Downey  Veterans  Hospital.  He  was  formerly  on  the 
facult\'  of  Northwestern  UniA  ersity  Medical  School.  Dr.  Klapman  is 
President  of  the  Physicians  Association  and  former  President  of  the 
National  Mental  Hospital  and  Clinic  Physicians  Association.  His  pub- 
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lications  include  Group  Psychotherapy;  Theory  and  Practice  (1946;, 
and  Social  Adjustment:  a  Textbook  for  Patients  in  Group  Psucho- 
therapy  (1950). 

Ashley  Montagu,  Ph.D.,  is  the  Chairman  of  the  Department  of  Anthro- 
pology at  Rutgers  University;  Associate  Professor  of  Anatomy  at 
Hahnemann  Medical  College  and  Hospital,  Philadelphia;  Consultant 
to  Unesco;  and  Visiting  Lecturer,  Department  of  Social  Relations  at 
Harvard  University.  Dr.  Montagu  was  formerly  Senior  Lecturer,  Vet- 
erans Administration  Postgraduate  Training  Program  in  Psychiatr>', 
Philadelphia,  and  Curator  of  Physical  Anthropology,  Wellcome  His- 
torical Medical  Museum,  London.  Among  his  many  books  are  The 
Natural  Superiority  of  Women  (1953),  On  Being  Human  ( 1953),  The 
Direction  of  Human  Development  (1955),  The  Biosocial  Nature  of 
Man  (1956),  and  Anthropology  and  Human  Nature  ( 1957). 

Jacob  L.  Moreno,  M.D.,  is  Physician-in-charge  of  the  Moreno  Sanitarium 
and  Director  of  the  Moreno  Institute.  He  is  also  editor  of  Group 
Psychotherapy,  and  Adjunct  Professor  at  New  York  University.  He  is 
a  past  President  of  the  American  Society  of  Group  Psychotherapy  and 
Psychodrama.  He  is  the  originator  of  psychodrama,  a  method  of 
spontaneity  psychotherapy,  and  of  sociometry,  a  technique  for  meas- 
uring social  dynamics.  Dr.  Moreno  has  been  Visiting  Lecturer  at 
twenty-two  universities  throughout  Europe  and  Asia  and  at  eleven 
universities  in  the  United  States.  Among  his  major  publications  are- 
Group  Psychotherapy  (1932),  First  Book  of  Group  Psychotherapy 
(1945),  Psychodrama  Volume  I  (1946),  Who  Shall  Survive  (rev.  ed. 
1953),  and  Sociometry  and  the  Science  of  Man  (1955). 

O.  Hobart  Mowrer,  Ph.D.,  is  Research  Professor  of  Psychology  at  the  Uni- 
versity of  Illinois.  He  has  held  positions  at  Northwestern  Universit\% 
Princeton  and  Yale,  and  from  1940  to  1948  was  Assistant  and  then 
Associate  Professor  of  Education  in  the  Graduate  School  of  Education 
at  Harvard.  He  is  a  past  President  of  the  American  Psvchological 
Association.  Dr.  Mowrer's  main  professional  interests  are  learning, 
personality,  and  language.  His  books  include  Learning  Theory  and 
Personality  Dynamics  (1950),  Patterns  of  Modern  Living  (1950), 
Psychotherapy—Theory  and  Research  (with  others)  (1953),  and 
Learning  Theory  and  Behavior  ( 1958 ) . 

Ruth  L.  Munroe,  Ph.D.,  is  in  private  practice  of  psvchotherapv  and  person- 
ality diagnosis  in  New  York  City,  and  a  Visiting  Professor  at  the  City 
College  of  New  York.  She  was  formerly  Psychologist  at  Sarah  Law- 
rence College.  She  is  the  co-author  of  The  Happy  Family  ( 1938 )  and 
author  of  Teaching  the  Individual  (1942)  and  Schools  of  Psucho- 
analytic  Thought  ( 1955 ) . 
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Elias  H.  Porter,  Ph.D.,  is  Assistant  Head  of  the  Human  Factors  Depart- 
ment of  the  Rand  Corporation.  Previously,  Dr.  Porter  was  Research 
Associate  at  the  University  of  Chicago,  and  Director  of  Psychological 
Service  for  Science  Research  Associates.  He  was  the  first  to  quantify 
therapeutic  protocols  for  research  purposes.  At  present  he  is  engaged 
in  research  and  development  in  the  area  of  man-machine  systems  and 
the  newly  developed  area  of  system  training.  Dr.  Porter  is  the  author 
of  An  Introduction  to  Therapeutic  Counseling  ( 1950 ) . 

David  Riesman,  LL.D.,  is  Professor  of  the  Social  Sciences,  University  of 
Chicago  and  Harvard  University.  Under  a  grant  from  the  Ford 
Foundation  Fund  for  Research  in  Psychiatry,  he  is  working  on  an  in- 
vestigation of  the  therapeutic  and  survey  interview.  He  is  an  editor  of 
The  American  Journal  of  Sociology  and  The  Journal  of  Nervous  and 
Mental  Diseases.  Among  his  books  are  Civil  Liberties  in  a  Period  of 
Transition  (1942),  The  Lonely  Crowd  (1950),  Faces  in  the  Crowd 
(1952),  Thorstein  Veblen  (1953),  and  Individualism  Reconsidered 
(1954). 

Carl  R.  Rogers,  Ph.D.,  is  Professor  in  the  Departments  of  Psychology  and 
Psychiatry  at  the  University  of  Wisconsin.  He  was  formerly  Professor 
of  Psychology  and  Executive  Secretary  of  the  Counseling  Center, 
University  of  Chicago.  He  is  President  of  the  American  Academy  of 
Psychotherapy  and  past  President  of  the  American  Psychological  As- 
sociation. Dr.  Rogers  is  the  founder  ( circa  1940 )  of  the  approach  to 
psychotherapy  known  variously  as  nondirective  or  client-centered. 
He  and  the  "Chicago  group"  were  among  the  vanguard  of  research 
workers  who  helped  bring  empirical  methods  of  research  to  counsel- 
ing and  psychotherapy.  An  active  psychotherapist  for  nearly  thirty 
years,  his  publications  include  Clinical  Treatment  of  the  Problem 
Child  ( 1939 ) ,  Counseling  and  Psychotherapy  ( 1942 ) ,  Client-Centered 
Therapy  (1951),  and  Psychotherapy  and  Personality  Change  (1954), 
of  which  he  was  co-editor. 

William  U.  Snyder,  Ph.D.,  is  Professor  of  Psychology  and  Director  of  the 
Psychology  Clinic  at  Pennsylvania  State  University.  He  was  formerly 
Director  of  the  Des  Moines  Child  Guidance  Clinic,  and  Assistant 
Professor  of  Psychology  and  Co-Director  of  the  Psychology  Clinic  at 
Ohio  State  University.  Dr.  Snyder  is  the  author  of  Casebook  of  Non- 
directive  Counseling  ( 1947),  and  Current  Status  of  Psychotherapeutic 
Counseling  ( 1947 ) . 

Bess  Sondel,  Ph.D.,  is  Professorial  Lecturer  in  Communication  at  the  Uni- 
versity of  Chicago.  She  is  interested  in  the  application  of  field  theory 
of  communication  in  industry,  and  is  a  consultant  to  several  large  in- 
dustrial organizations.  Among  her  publications  are  Everyday  Speech 
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(1950),  Speak  Up!  A  New  Approach  to  Communication  (1952),  and 
The  Humanity  of  Words:  A  Primer  of  Semantics  ( 1 958 ) . 

Pitirim  A.  Sorokin,  Ph.D.,  i.s  Director  of  the  Harvard  Research  Center  in 
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History 

The  patient,  Tom,  was  referred  to  the  writer,  then  clinical  psychol- 
ogist in  a  prison,  by  a  social  worker  who  characterized  the  patient  as 
"probably  the  most  hopeless  individual  I  have  ever  seen."  Tom's  per- 
sonal history  certainly  bore  out  the  contention. 

His  mother  was  fourteen  when  he  was  born  out  of  wedlock.  His 
early  youth  was  spent  shuttling  between  his  mother  ( who  became  a 
prostitute)  and  his  grandparents  (the  step-grandfather  activelv  re- 
jecting him,  and  reminding  him  of  his  illegitimacy ) .  He  began  cor- 
rectional institutionalization  at  the  age  of  ten  for  truancv,  and  at 
twenty-five,  when  first  seen  by  the  writer,  had  alreadv  accumulated 
thirteen  years  of  correctional  institutional  experience.  At  the  age  of 
eighteen,  on  one  of  his  rare  releases  from  a  refonnatory,  he  enhsted  in 
the  Navy,  but  even  before  his  record  could  be  located,  he  receixed  a 
dishonorable  discharge  for  stealing  a  pistol.  At  the  time  seen  b\  the 
writer,  he  had  just  been  transferred  to  the  present  institution  from  a 
prison  in  another  state  together  with  four  members  of  his  gang. 

Although  his  formal  education  went  only  as  far  as  the  sixth  giade, 
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he  had  an  IQ  of  137,  and  a  scholastic  achievement  of  13  (first  year 
college ) .  In  appearance  he  was  tall  and  thin,  with  a  characteristically 
defiant  expression. 

Tom  was  called  in  to  the  writer's  office  and  was  told  without  any 
prologue  that  the  social  worker  had  mentioned  him  as  a  person  who 
seemed  to  be  almost  hopelessly  incorrigible,  and  that  he  had  been  re- 
ferred to  the  writer  for  possible  help,  even  though  it  seemed  to  be  use- 
less. The  writer  stated  that  while  he  knew  nothing  of  Tom  except  what 
was  in  the  prison  record  and  from  the  social  worker,  he  maintained 
a  theory  that  the  "worst"  people  were  the  "best"  ones.  That  is  to  say, 
he  explained,  that  people  who  have  the  most  terrible  records  are  often 
the  people  with  the  greatest  capacities,  which  have  been  turned  the 
wrong  way.  In  any  case,  the  therapist  said,  if  Tom  were  interested, 
he  ( the  therapist )  would  be  glad  to  work  with  him. 

Tom  wanted  to  know  what  therapy  would  be  like,  and  the  writer 
explained  that  a  group  would  be  the  best  solution.  In  a  mocking  spirit 
Tom  accepted  the  invitation,  and  entered  the  writer's  therapeutic 
group. 

The  group  consisted  of  approximately  ten  prisoners,  charged  with 
diverse  crimes,  and  of  various  ages,  who  had  been  in  the  group  from 
one  to  eight  months.  The  prisoners  were  probably  somewhat  superior 
to  the  average  of  the  institution  in  intelligence.  Up  to  the  entry  of 
Tom,  the  group  atmosphere  had  been  one  of  cautious  exploration,  but 
with  the  entry  of  Tom,  things  changed.  He  immediately  began  to  dom- 
inate the  group,  attacking  the  therapist,  the  institution,  and  the  group 
members  in  such  violent  and  immoderate  terms  that  other  members 
began  to  complain  in  and  out  of  the  group  that  Tom  should  be  re- 
moved, since  "no  progress"  was  being  made.  The  writer,  however,  in- 
sisted that  Tom  had  a  right  to  belong,  and  refused  to  remove  him.  But 
things  went  from  bad  to  worse,  and  Tom  continued  his  behavior. 
Several  members  actually  did  quit,  stating  that  they  could  not  take 
him.  Some  new  members  were  recruited  but  they  too  began  to  com- 
plain about  Tom,  and  wanted  to  quit.  Within  eight  weeks,  the  group 
dropped  to  six  people  and  there  seemed  to  be  almost  every  indication 
that  this  one  person  would  destroy  the  group. 

In  desperation,  the  writer  called  Tom  into  his  oflBce  and  put  the 
question  to  him.  Should  the  writer  go  on,  keep  Tom  in  the  group,  or 
should  Tom  go?  Still  in  a  mocking  manner,  Tom  stated  he  had  gotten 
nothing  out  of  the  group,  that  it  was  all  an  evident  farce,  that  the 
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other  prisoners  were  giving  me  a  "snow  jo!)"  ( tliat  is,  w(;ro  dislionestly 
pulling  my  leg),  and  that  if  I  preferred  I  slifjnld  sotid  him  out  (A  the 
group. 

We  sparred  for  some  time  about  tliis  issue.  1  tried  to  make  clear  to 
him  that  while  his  statements  about  the  truthfulness  of  the  other 
members  miglit  have  had  some  validity,  they  were  nevertheless  strug- 
gling to  find  themselves  and  he  was  preventing  them.  Since  he  would 
not  make  the  decision,  I  would  make  it  for  him.  He  would  have  to  go. 
I  was  sorry,  but  the  situation  was  such  that  I  had  to  make  a  decision: 
him  or  the  others,  and  I  chose  to  have  the  group  maintain  its  existence. 

Incident  A 

At  this  point,  Tom  looked  me  in  the  eye  and  very  clearly  and 
slowly  said,  "If  you  give  me  up,  then  there  is  no  hope  for  me." 

At  this  moment  I  was  overwhelmed  with  a  complex  and  powerful 
set  of  emotions  composed  of  sorrow,  hatred,  pity,  and  inadequacy. 
This  sentence  of  Tom's  became  a  "critical  incident"  for  me.  I  was  at 
that  moment  closer  to  him  than  I  had  ever  been  to  any  person  on 
earth.  I  realized  clearly  that  this  human  being  was  in  trouble  and  that 
he  trusted  me,  no  matter  how  it  may  have  looked.  But,  because  I  did 
not  want  to  go  back  on  my  decision,  I  said,  "You  will  have  to  leave  the 
group.  There  is  no  question  about  that.  If  you  remain,  the  group  will 
come  to  consist  of  only  you  and  me.  So,  let  us  make  it  a  group  of  two. 
I  will  see  you  individually,  but  with  this  agreement:  that  we  will 
meet  for  only  ten  hours,  one  hour  a  week.  The  reason  for  this  is  that 
I  have  many  obligations  and  it  is  institutional  policy  that  no  long-tenn 
psychotherapy  be  attempted  with  any  prisoner." 

Tom  agreed.  I  explained  to  him  how  we  would  work.  He  was  to 
talk  with  me  for  one  hour  at  a  time  for  ten  consecutive  weeks.  I  would 
make  notes  as  he  talked.  Whatever  he  said  would  be  pri\-ileged,  that 
is  to  say  there  would  be  no  information  transmitted  from  me  to  the 
institution.  ( He  had  to  believe  that  or  the  ten  weeks  would  be  lost. ) 
He  accepted  the  conditions,  and  we  set  the  hour  and  day  for  tlie  first 
session. 

At  the  end  of  the  ten  weeks,  I  knew  a  great  deal  more  about  Tom. 
I  found  him  a  profoundly  disillusioned  and  morbidly  cvnical  person 
who  was  obsessed  with  thoughts  of  death.  He  had  absoluteK'  no  hope: 
"Life  is  a  windblown  tree.  .  .  .  Whoever  would  marrv  me  would 


4  "Don't  Give  Me  Up!" 

liave  to  be  insane  or  mentally  defective.  .  .  .  One  is  born  in  pain 
and  one  dies  in  pain  and  in  between,  one  suffers."  Such  were  his  ideas. 

Following  the  tenth  session,  I  had  an  eleventh  session  with  him  to 
discuss  what  we  had  achieved.  The  reason  for  the  eleventh  session 
was  that  at  that  time  I  held  on  to  a  somewhat  naive  concept  of  client- 
centered  therapy  and  did  not  want  to  contaminate  my  "therapeutic" 
sessions  with  any  opinions  of  my  own.  The  eleventh  session  was  a  post- 
therapv  session  to  over-view  the  therapy. 

We  came  to  a  full  and  complete  agreement  that  the  therapy 
seemed  to  be  an  evident  failure.  I  commented  that  some  people 
needed  years  of  treatment  and  that  no  magic  could  be  expected  in  ten 
weeks.  It  had  been  a  most  interesting  and  valuable  experience  for  me, 
and  I  personally  was  sorry  that  it  had  not  continued  further,  and 
while  I  would  like  to,  in  view  of  the  department's  policy,  I  just  could 
not  go  on  with  it. 

He  accepted,  as  far  as  I  could  tell,  my  statements,  shook  hands 
with  me,  and  left.  As  far  as  I  was  concerned,  the  whole  relationship 
was  terminated. 

Incident  B 

About  four  months  later  I  received  a  request  from  Tom  to  inter- 
view him,  and  I  sent  for  him  immediately. 

He  came  to  the  point  at  once. 

"The  funniest  thing  happened  to  me  Saturday.  I  don't  know  if  I 
am  crazy  or  what.  Nothing  like  this  ever  happened  before.  I  was 
walking  across  the  big  yard,  going  over  to  a  group  of  people  I  knew, 
and  as  I  was  walking  I  suddenly  experienced  something.  It  came  over 
me  like  a  cloud.  I  couldn't  move.  Suddenly  I  felt  peaceful  and  happy. 
I  felt  clean,  pure,  good,  and  wonderful.  I  never  experienced  such  a 
feeling  of  happiness.  I  don't  know  how  long  it  lasted.  Maybe  a  second, 
maybe  a  minute.  I  have  only  a  memory  of  it,  but  I  do  know  that  this 
feeling  had  something  to  do  with  you." 

We  discussed  the  experience,  which  he  likened  to  Saul's  conver- 
sion on  the  road  to  Damascus,  and  continued  in  a  friendly  chat,  and 
when  I  suggested  that  we  have  another  round  of  therapy,  he  assented 
eagerly. 

Once  again  we  went  through  ten  weeks  of  therapy,  and  once  again 
on  an  eleventh  session  we  discussed  the  therapy  and  came  to  an  agree- 
ment that  as  far  as  could  be  told,  little  had  been  done,  although  I  had 
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the  feeling  that  I  had  become  a  "significant  other"  in  this  young  man's 
mind.  After  the  therapy  lie  rejoined  the  group,  and  remained  in  it  for 
about  a  year,  until  the  writer  left  the  institution. 

There  is  a  sef(uel  to  the  therapy,  or  two  of  them,  wliich  may  be  of 
some  inter(;st.  The  first  one  occurred  in  an  interview  with  a  prisoner, 
one  of  Tom's  gang  that  had  committed  some  six  years  earlier  a  series 
of  crimes  in  two  states.  The  gang  as  a  whole  had  served  four  years  in 
the  first  institution,  and  then  had  been  transferred  to  the  second  insti- 
tution. Tom  had  belonged  to  this  gang,  the  members  of  which  were 
all  in  their  twenties  and  all  of  superior  mental  ability. 

I  do  not  think  that  this  particular  individual  knew  of  my  relation- 
ship with  Tom,  so  I  began  to  ask  him  about  his  various  crime  partners, 
and  what  he  thought  of  them.  He  had  a  high  regard  for  three  of  them, 
but  of  Tom  he  said  something  as  follows:  "He  is  a  difi^erent  kind  of 
person.  He  used  to  be  a  nice  guy,  crazy  as  they  come,  but  now  he  is 
funny.  I  can't  understand  him.  I  don't  have  much  to  do  with  him  any- 
more. The  others  also  feel  there  is  something  wrong  with  him." 

The  second  sequel  has  to  do  with  Tom's  later  behavior  on  release. 
He  left  the  institution  about  a  year  after  the  writer  did,  and  on  the 
invitation  of  the  writer,  who  got  him  a  job,  took  up  residence  some 
two  thousand  miles  from  his  original  state.  He  began  to  work,  and 
after  six  months  married.  At  the  present  time,  six  years  after  release, 
he  is  the  father  of  a  child,  owns  a  new  car,  is  buying  a  house,  and 
is  in  all  ways  a  substantial  citizen.  We  correspond  irregularly.  He 
seems  to  be  making  a  good,  uneventful  adjustment. 

The  four  other  members  of  the  original  gang  were  also  subse- 
quently released.  Every  one  of  them  is  now  back  in  prison  for  ne\\' 
crimes. 

Discussion 

I  would  like  to  consider  the  first  incident,  the  one  that  in\ol\ ed 
ne.  At  the  time  I  tried  to  take  the  attitude  that  every  person  was 
equally  important,  and  that  in  the  manner  of  the  parable  of  the  shep- 
lerd  and  the  lost  sheep,  I  would  make  sacrifices  for  one  indi\idual  if 
lecessary.  But  actually  I  was  somewhat  disturbed  hv  the  fact  that 
I^om  was  killing  my  group  with  his  behavior.  I  was  willing  to  face  the 
)ther  members  and  refuse  to  throw  Tom  out,  but  secretK- 1  hoped  that 
rom  would  leave.  When  I  discussed  the  problem  with  him,  I  realh 
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gave  him  no  alternative.  When  he  said,  "If  you  give  me  up,  there  is  no 
liope  for  me,"  I  grew  up  as  it  were.  I  understood  that  something  had 
been  lacking  in  me,  that  I  was  going  through  motions  and  following 
formulas,  but  that  if  things  got  too  difficult  for  me,  I  was  willing  to  let 
the  lost  sheep  perish.  I  also  got  a  glimpse  of  the  importance  that  I  had 
for  him,  in  terms  of  a  personal  relationship.  In  short,  I  felt  disgusted 
with  myself,  and  realized  that  I  was  willing  to  sacrifice  him  to  my  own 
convenience.  The  realization  that  I  was  really  important  to  someone 
else  was  a  profound  shock. 

The  second  incident  is  still  not  understandable,  and  one  reason 
that  I  bring  it  up  is  that  I  have  had  at  least  four  cases  in  some  15  years 
of  prison  experience  of  similar  "conversion"  reactions,  in  which  indi- 
viduals "felt"  something  of  a  mystic  kind.  In  all  cases,  the  individuals 
were  hard-headed  persons,  and  in  all  cases  these  "conversions"  pres- 
aged complete  behavioral  changes.  Whether  Tom  "made  it  up," 
whether  it  was  a  dodge  to  get  me  to  see  him  again,  whether  it  was  a 
"real"  experience,  or  what,  I  do  not  know. 

The  last  point  I  want  to  discuss  is  probably  the  most  important.  As 
I  see  it,  Tom  became  a  good  citizen  partly  as  a  result  of  our  interac- 
tion, and  I  wonder  to  what  extent  it  was  due  to  my  being  his  therapist 
and  to  what  extent  it  was  due  to  my  being  his  friend.  Before  one  states 
it  is  the  latter,  let  me  indicate  that  subsequent  to  his  release,  while  I 
did  offer  him  an  opportunity  and  gave  him  money  (which  he  re- 
turned), we  were  not  friends  in  any  sense  of  the  word.  He  formed 
acquaintances  of  his  own,  and  when  we  met  our  relationships  were 
more  or  less  perfunctory.  That  is,  we  never  were  intimates,  in  any 
sense  of  the  word. 

What  I  want  to  ask  others  is  this :  What  meaning,  if  any,  does  this 
experience  have  in  terms  of  penology?  Would  Tom  probably  have 
gone  straight  anyway?  Did  I  turn  him  from  a  life  of  crime?  If  so,  what 
was  the  element  of  change?  How  can  this  be  formalized  so  that  other 
Toms  can  be  helped? 

Robert  Blake  ...  1 

Two  aspects  of  social  perception  and  personal  adjustment  can  be 
isolated  for  analytical  purposes  in  understanding  Tom's  behavior  change. 
One  deals  with  reactions  to  authority.  The  other  relates  to  his  perception 
and  acceptance  of  membership  in  peer  groups. 
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Authority  Relations 

Tom  is  confronted  with  problcims  of  adjustment  to  aiitliority  from  the 
beginning:  repudiation  by  his  mother  and  step-grandfatli(;r  for  il](;gitimac-y, 
rejection  by  scliool  authority  for  truancy,  and  rejection  by  military  authority 
for  stealing.  Tom  can  say  something  like  this  to  himself,  "Confronted  with 
the  dilemma  my  behavior  creates  for  them  (family,  sclujol,  military,  soci- 
ety) they  take  recourse  in  action  against  me,  but  I  won't  bend  to  them." 
The  dynamic  elements  of  these  three  examples  of  rejecti(jn  are  similar 
when  viewed  from  Tom's  frame  of  reference:  "To  accept  auth(jrity  and  to 
conform  with  its  behavioral  requirements  is  to  admit  one's  own  inade- 
quacies. I  will  challenge  them  even  if  it  results  in  being  repudiated.  To  be 
caught  is  preferable  to  bowing  to  authority  by  conforming  with  its  re- 
quirements." 

Here,  in  a  sense,  is  the  contra-authority  position  that  Tom  also  brings 
to  the  therapy  group  and  which,  in  my  view,  was  finally  altered  when  he 
was  confronted  with  rejection  by  both  his  peers  and  the  therapist. 

Peer  Relations 

Actual  ability  to  establish  and  to  maintain  peer  relationships  is  evi- 
denced in  his  gang  memberships.  This  fact  also  is  critical  in  understanding 
Tom's  change,  for  peers  ( other  prisoners )  perhaps  unwittingly  aided  the 
therapist  in  administering  the  coup  de  grace  by  leaving  the  group  them- 
selves in  preference  to  association  with  him.  Here  again  is  a  powerful 
motivating  force  toward  self-confrontation  and  change. 

At  the  time  of  the  therapist's  decision  to  remove  him  from  the  therap)' 
group,  at  least  three  factors  are  present  in  his  experience,  and  all  point  to 
personal  unacceptability  and  to  the  untenability  of  his  position.  Tom  is 
confronted  with  evidences  of  his  personal  and  social  unacceptability  bv 
society  through  imprisonment,  by  a  therapist  who  rejects  him  e\'en  \vhile 
seeking  to  act  helpfully,  and  by  his  peers,  who  have  also  suffered  the 
repudiation  of  society. 

The  two  critical  factors  in  Tom's  behavior  change  are  rejection  h\  an 
authority  he  had  finally  decided  to  trust,  and  repudiation  bv  peers,  with 
whom  he  was  usually  able  to  relate  well.  They  demand  an  agonizing  reap- 
praisal of  self  as  a  social  member.  This  is  particularly  so  for  that  aspect 
involving  personal  repudiation  by  the  therapist  ^^dthin  a  prison  situation 
which  already  constitutes  social  repudiation.  The  therapist  can't  punish  in 
!an  active  way.  His  real  source  of  power  in  this  situation  is  to  withhold  help; 
■o  take  away  any  opportunity  of  acceptance  through  change.  The  thera- 
pist's repudiation  in  this  context  constitutes  a  double  rejection  and.  perhaps. 
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defines  the  most  powerful  possible  definition  of  personal  unacceptability. 
Tom's  behavior  in  the  group  therapy  situation  impHes  that  he  did  not 
realize  the  full  impact  of  his  aggressive,  hostile  attacks  on  the  tlierapist  and 
others.  Yet  when  he  suffered  this  repudiation  the  ground  work  was  laid  for 
him  to  appreciate  his  untenable  position:  within  a  prison  situation  his 
behavior  was  unacceptable  even  to  an  accepting,  help-giving  person.  He 
had,  in  a  sense,  gone  beyond  the  point  of  no  return  and  could  return  only 
by  some  unusual  route,  in  this  case,  a  "conversion"  experience. 

Significant  here  is  the  invitation  to  two-person  therapy— further  ofiFer  of  I 
help  in  the  face  of  double  repudiation.  Would  behavior  change  have  oc- 
curred without  it?  Perhaps  so.  At  least  one  can  imagine  that  Tom  sought  , 
readmission  to  the  group  on  terms  which  he  later  came  to  accept  outside  \ 
prison — terms  which  involved  conforming  with  the  behavioral  require- 
ments of  social  and  legal  authority. 

Also  significant  is  the  fact  that  Tom  already  possessed  and  therefore 
had  no  need  to  learn  the  basic  social  skills  of  establishing  and  maintaining  | 
group  membership.  His  earlier  gang  membership  is  evidence  of  this.  His 
situation,  in  other  words,  is  not  one  of  being  unable  to  perform  within  a  : 
group  frame  of  reference  and  according  to  a  set  of  prescribed  codes,  but  j 
is  rather  one  of  being  unwilling  to  do  so  where  a  representative  of  social 
and  legal  authority  also  is  present.  In  my  view,  the  massing  of  compelling 
evidences  of  unacceptability  compelled  Tom  in  a  constructive  direction. 

Viktor  E.  Frankl  ...  || 

In  the  beginning  of  this  account  there  is  a  discussion  concerning  the , 
requirement  that  a  therapist  help  a  patient  develop  his  abilities.  At  this^ 
point,  for  me,  this  question  arises:  What  does  it  mean  "to  help"— and  for 
which  purposes  are  "abilities"  to  be  used?  From  which  standpoint  are 
they  to  be  considered  "abilities"?  In  short,  there  is  a  question  of  a  frame 
of  reference,  within  which  one  can  talk  about  "help"  or  "abilities."  It  is  I 
remarkable  to  see  how  this  frame  of  reference  became  altered  in  the 
course  of  the  depicted  therapy. 

The  first  shock  to  this  frame  of  reference  (or  as  we  could  say,  of  this 
value  system,  or  orientation  to  a  personal  world  of  meaning  and  value) 
consisted  of  the  separation  of  the  patient  from  the  therapy  group.  This 
occurred  in  an  entirely  proper  manner  since  such  a  group  is  comparable 
to  a  genuine  democracy.  A  therapy  group,  as  a  democracy,  exists  for  all 
the  members — except  for  those  who  deny  the  democracy  itself.  Such  people 
do  not  deser\'e  to  receive  the  advantages  of  democracy.  The  democracy 
must  fulfill  its  obligation  to  protect  itself.  This  concept  is  transferable  to 
a  therapeutic  group.  If  the  patient  had  not  been  transfen-ed  from  the 
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group,  it  would  have  meant  that  the  group  would  rujt  have  represented 
reality  as  it  is.  Realistically  oriented  psychotherapy  overcomes  the  mon- 
adologism  which  is  inherent  in  a  one-sided,  exclusivehj  psijchodyruimicaUij 
and  psychogenetically  oriented  psychotherapy.  I  shall  discuss  the  problems 
in  this  case  in  a  manner  consistent  with  my  discussion  of  the  case  in  Chap- 
ter 3. 

Separation  from  the  group  was  a  disappointment  for  the  patient.  But 
at  the  same  time  he  had  the  experience  of  being  taken  seriously  as  a 
responsible  human  being — in  other  words,  as  a  person.  In  this  way  the 
personal  disappointment  became  a  personal  shock.  The  shock  itself— a 
shock  of  the  man's  existence — became  at  the  same  time  the  basis  of  what 
followed:  the  offer  of  individual  therapy. 

This  individual  therapy  demonstrated  what  in  logothcrapy  we  cull 
"existential  vacuum,"  namely  the  apparent  emptiness  of  a  concrete  life — 
an  abysmal  nothingness  of  human  existence — a  meaninglessness  which  so 
often — as  in  this  case,  too — is  interpreted  as  hopelessness.  The  patient 
was  disillusioned.  He  had  experienced  the  dwindling  of  all  values  to  a 
mere  illusion:  he  had  never  been  lucky — the  world  seemed  to  him  to  be 
full  of  pain,  suffering,  and  shattered  hopes.  No  one  had  ever  taught  him 
that  even  suffering  is  of  potential  value,  and  not  only  creative  work  or 
love.  He  did  not  realize  that  suffering  may  actualize  even  the  greatest 
value.  He  did  not  realize  that  facing  an  unavoidable  and  inescapable  suf- 
fering  offers  a  possible,  nay,  even  the  highest  meaning  to  human  existence. 
Dostoevski,  in  the  sense  of  my  words,  once  said  that  he  had  only  one  de- 
sire— to  be  worthy  of  his  suffering.  ( See  my  book  on  concentration  camps 
for  further  elaboration  of  this  point.  ^)  It  can  thus  be  understood  that  in 
reading  the  therapist's  account  of  his  therapy,  I  thought  I  might  have  pre- 
ferred that  the  patient  read  Dostoevski  rather  than  giving  him  therapeutic 
instructions  or  explanations;  did  not  the  patient  experience  a  "Dostoev- 
skian"  adventure,  as  seems  evident  from  the  discussion?  However,  it  \\'as 
an  irrational  adventure,  one  that  hardly  could  be  verbalized  or  rationalized. 

What  evolved  in  him  was  a  happy  feeling,  which  is  found  in  apparentlv 
(consciously)  atheistic  patients  who  repressed  their  religiosity  into  the 
realm  of  the  subconscious  from  which  they  ascend  as  dreams  in  svm- 
bolically  masked  form.  Anyhow,  those  happy  feelings  are  characterized 
by  a  typically  religious  feature,  even  when  not  understandable  as  such  to 
the  patient.  Justifiably  so,  the  author  of  this  incident  calls  the  patient's 
adventiu-e  "conversion."  In  actual  fact,  one  deals  here  with  a  "re\ersion"' — 
to  be  precise,  a  return  to  a  connection — the  return  to  'rehgio."  This  re- 
ligion was  subconsciously  existent,  although  repressed.  Finallv,  any 
cynicism  is  frustrated  idealism. 

1  Viktor  E.  Frankl,  From  Death  Camp  to  Existentialism,  A  Psychiatri.ft's  Path  to  a 
New  Therapy  (Boston:  Beacon  Press,  1959),  Foreword  b\  Gordon  W.  Allport. 
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In  my  Theorie  und  Therapie  der  Neurosen-  I  wrote:  "The  pathos  of 
atheism  is  based  on  an  implicit  religious  ethos;  and  the  passion  of  the  un- 
religious  includes  a  hidden  love  of  God."  Moreover,  we  have  passed  the 
stage  of  accepting  repressed  instinctuality  alone.  There  also  exists  a  sub- 
conscious spirituality,  morality,  and  religiosity.^  But  this  religiosity  was 
repressed — the  patient  had  grown  up  in  the  contemporary  nihilism,  ma- 
terialism, and  naturalism.  What  logotherapy  does  is  to  go  one  step  beyond 
Freud.  Did  not  Freud  once  say  that  the  human  being  is  not  only  sub- 
consciously more  immoral  than  he  believes  himself  to  be — but  also  more 
moral  than  he  thinks  himself  to  be? — and  we  dare  to  add:  occasionally, 
man  is  also  more  religious  than  he  supposes  himself. 

The  author  asks  himself  and  the  reader  whether  or  not  the  patient 
was  using  some  trick  or  "dodge."  I  must  ask:  what  is  truth  and  what  is 
trick?  Something  may  be  empirically  unreal  and  yet  existentially  true.  I 
remember  in  this  connection  the  story  of  a  chassidic  rabbi  to  whom  I  have 
referred  in  a  previous  book.'*  Once  a  rabbi  was  asked  how  to  tell  whether 
or  not  heaven  had  forgiven  a  sinner.  The  rabbi  said:  "If  the  sinner  will  not 
sin  again." 

The  writer  of  this  incident  asks  how  much  his  role  was  that  of  a  thera- 
pist and  how  much  that  of  a  friend.  I  believe  both  coincided  at  the  right 
moment — in  a  highly  "fruitful  moment"  (Lessing).  The  relationships  of 
the  therapist  to  the  patient  grew  to  a  human  feeling — to  a  fully  human  en- 
counter which  was  not  a  mere  emotional  but  a  totally  existential  relation- 
ship between  two  persons — two  partners.  I  do  not  think  the  writer's 
assertion  that  they  were  never,  and  in  no  way,  intimate  friends  is  very 
important.  In  a  certain  higher  sense,  they  were  intimates — in  the  sense  of 
spiritual  proximity.  One  can  be  very  close  spiritually  to  another  person., 
Such  full-human  relationships  and  partnerships  need  not  be  long  lasting, 
nor  need  they  be  externally  evident.  Such  a  partnership  can  be  "instantane- 
ous"— limited  to  one  moment — just  as  conversion  is  an  instantaneous  ex- 
perience confined  to  a  moment. 

We  turn  now  again  to  the  conversion;  that  was  the  second  shock,  after 
the  first  personal  one.  It  was,  so  to  speak,  a  transpersonal  and  transpsycho- 
logical  shock.  Indeed,  such  an  experience  cannot  be  included  in  the  realm 
of  psychology.  Psychology  is  a  science  and  as  such  has  its  proper  objects 
and  special  methods.  The  concern  of  psychology  is  with  human  aflFairs, 
and  not  suprahuman  matters;  the  anthropological  and  not  the  theological; 
the  personal  and  not  the  transpersonal.  As  far  as  method  is  concerned,! 

2  Viktor  E.  Frankl,  Theorie  und  Therapie  der  Neurosen  (Wien:  Urban  &  Schwarz- 
enberg,  1956). 

3  Viktor  E.  Frankl,  Der  Unbewusste  Gott  (Wien:  Auflage,  1948),  1st  ed. 

**  Viktor  E.  Frankl,  The  Doctor  and  the  Soul:  An  Introduction  to  Logotherapy 
(New  York:  Alfred  A.  Knopf,  Inc.,  1955). 
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psychology,  not  unlike  other  sciences,  is  concerned  with  generalization. 
Science  as  such  is  concerned  only  with  what  can  he  generalized,  what  can 
be  raised  to  a  general  law.  The  single — the  unifjiie — must  be  excluded. 

Therefore,  the  ultimate  reason  for  the  conversi(;n  and  the  return  to 
religiosity  cannot  be  explained  scientifically,  nor  can  it  be  resolved  in  the 
manner  of  an  explanation;  rather,  it  must  remain  as  an  historical  rf;port,  a 
unique  example— like  a  story.  I  find  it  especially  gratifying  that  the  writer 
has  cited  this  case  because  such  reports  of  single  experiences  make  it  pos- 
sible— despite  the  utter  impossibility  of  psycholooizin'^  the  trampsycho- 
logical  and  generalizing  the  unique— to  extend  psychotherapy  beyond 
ike  psychical  to  the  spiritual  dimension— or,  as  I  prefer  to  call  it  to  avoid 
any  primarily  religious  connotations,  the  noetic  dimension— in  a  word: 
to  extend  psychotherapy  to  logotherapy. 

Vincent  Herr  .  .  . 

This  particular  incident  is  a  tough  case  of  an  apparent  conflict  between 
the  common  value  versus  the  individual  good.  The  therapist  believed  that 
he  had  to  decide  whether  he  would  keep  Tom  in  the  group,  and  thus  pos- 
sibly aflFect  negatively  the  other  members,  or  to  let  Tom  out.  Actually, 
this  dichotomous  thinking  was  false,  and  this  was  borne  out  by  the  thera- 
pist's later  decision  to  see  Tom  privately.  And  yet  it  is  possible  that  had 
there  not  been  the  possibility  of  this  alternate  solution,  the  therapist  would 
have  been  forced  to  make  this  decision.  We  come  here  to  a  knotty  problem, 
that  of  the  primacy  of  the  common  over  the  individual  good.  One  may 
think  of  the  parable  of  the  lost  sheep.  Should  the  shepherd  ha\'e  gone  to 
search  for  this  lost  sheep  if  this  might  have  meant  the  possibility  of  harm 
for  the  rest  of  the  flock?  At  this  point  one  can  only  say  that  a  responsible 
therapist  must  not  only  decide  that  two  is  more  than  one,  but  that  the 
importance  of  a  single  individual,  at  least  in  a  spiritual  sense,  can  not  be 
so  easily  assessed  against  the  importance  of  two  or  more  indi\dduals. 
Common  sense  tells  us  that  one  who  wants  to  help  other  people  wants  to 
help  individuals,  whether  singly  or  in  groups.  It  is  a  tiibute  both  to  Tom 
and  to  the  therapist  that  after  that  soul-moving  realization  "If  you  o-i\e  me 
dp,  then  there  is  no  hope  for  me,"  an  answer  was  found. 

I  beheve  the  "conversion"  experience  can  be  explained  simph^  in  this 
ashion.  It  was  a  dynamically  clear  and  conscious  reaction  to  an  uncon- 
icious  or  vaguely  felt  decision.  All  men  are  made  in  tlie  image  of  tlieii- 
^eator  and  are  therefore  fundamentally  good.  Those  who  are  misled  b\ 
svil  under  the  guise  of  good  cannot  be  thoroughly  happ)',  e\-en  thoucrh 
hey  may  revile  the  good  life  and  enjoy  apparent  pleasure.  Tom  ^^-as^  a 
undamentally  unhappy  youth;  of  that  there  can  be  no  question.  He  had 


12  "Don't  Give  Me  Up!" 

li\'ed  a  particular  type  of  life  and  held  particular  concepts  in  contrast  to 
the  essential  message  of  morality.  Via  the  therapist's  intercession,  he  must 
have  been  re-awakened  to  consciousness  of  another  life  which  meant  love, 
regard,  consideration,  hope,  and  positive  accomplishment;  and  it  was 
consequent  upon  his  vague  and  perhaps  inarticulate  determination  to 
leave  a  life  of  evil  and  live  a  life  of  good  tliat  he  experienced  this  dynamic 
conversion.  This  new  experience  was  the  consequence  of  his  movement  in 
a  new  direction.  It  was  the  momentum  crucis  of  his  new  existence.  And 
so,  he  had  a  feeling  of  peace.  We  priests  have  seen  this  peace  many  times 
on  death-beds  when  a  sinner  finally  put  himself  in  mystical  communion 
with  God  and  his  laws. 

A  third  comment  has  to  do  with  the  therapist  himself.  I  get  the  im- 
pression that  Tom's  statement  ( how  much  courage  may  have  gone  into  that 
heart-rending  plea,  "If  you  give  me  up  .  .  .")  shook  the  therapist.  This 
may  have  been  because  psychotherapy  had  perhaps  been  for  the  therapist 
merely  a  game  in  which  one  deals  with  visible  human  objects  rather  than 
with  realities  that  transcend  the  sensible  and  material;  this  direct  meeting 
between  the  two,  in  which  both  individuals  become  humans  communicat- 
ing, made  the  therapist  grow  up.  He  realized  he  had  a  real  responsibility  for 
people  and  that  psychotherapy  was  not  a  mere  exchange  of  words.  All 
people  who  are  in  the  helping  areas  face  this  type  of  problem.  It  is  so  easy 
to  become  hardened,  to  obtain  false  impressions  of  one's  own  importance, 
to  perform  duties  perfunctorily,  to  type  and  classify  humans,  forgetting  in 
therapy  their  eminent  uniqueness  and  inherent  value.  The  therapist  bravely 
and  humbly  realized  the  magnitude  of  the  forces  he  was  dealing  with,  and 
as  he  says  himself,  grew  up.  He  realized,  I  would  put  it,  that  he  was  the 
humble  instrumentality  of  forces  greater  than  himself. 

Finally,  I  think  it  is  necessary  to  discuss  the  importance  of  the  sub- 
sequent behavior  of  the  therapist  to  this  individual.  His  concrete  evidence 
of  faith  and  love,  lending  money,  getting  him  a  job,  befriending  him,  it 
seems  to  me,  gave  irrefutable  evidence  to  Tom  that  his  prior  conception 
of  the  world  was  false,  that  this  therapist  did  value  him;  and  thus  points 
out  a  doctrine  of  Saint  Paul  that  salvation  is  not  obtained  by  faith  alone, 
but  that  it  is  also  necessary  to  do  good  works. 

I  would  submit  that  the  deep  personal  interchange  between  these  two 
individuals  might  not  have  had  a  favorable  result  if  the  therapist  had  been 
content  to  limit  his  behavior  to  the  exchange  of  fine  words.  It  was  this 
other  behavior — the  love  and  kindness  shown  in  giving,  that  possibly 
had  much  more  meaning  to  Tom  than  did  the  formal  therapy.  One  is  forced 
to  think  of  the  episode  in  Les  Miserables  when  the  abbe  showed  by  his 
actions  that  he  really  loved  the  criminal  Jean  Val  Jean,  which  in  turn 
induced  Val  Jean  to  reorganize  his  distorted  perceptions  of  social  reaHty. 
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but  e'vL'';f  '""'■'I  "'"^r™''  ""<)  *«  'j™^'^  -gain-st  society  stands  out; 

"S  Ikgitimacy  may  have  done  something  to  establish  standards,  he  repre- 
sented socety,  with  its  taboos,  and  he  was  the  important  male  in  the  Ws 

rTe'Zr 'hr"^'t  T"  "^™  '"'"'^'  "•'Sa've  attitudes-^aS 
resentment-he  must  also  have  aroused  some  envy  as  a  staunch  citizen  and 
there  may  have  been  some  "identification  with  the  aggressor."  This  gives  us 

supply  the  lack  when  the  opportunity  came  later  on. 

From  a  learning  point  of  view  we  would  say  that  the  grandfather  re- 

socal  behavror,  but  he  reinforced  also  conforming  and  socially  acceptlwe 
beh..™r.  Thrs  statement  in  itself  is,  of  course,  too  emptv;  if  it  is  tfue   ^ 
would  be  mteresting  to  know  how  both  of  these  were  refnforced  and  wha 
aspects  of  them  co«id  be  learned  at  once,  or  on  the  separate  occaln 
when  he  was  with  his  grandfather.  '     are  occasions 

The  behavior  in  the  group  therapy  sessions  is  not  unlike  that  found 

by  Redl  and  h.s  collaborators.  The  active  protest  is  probablv  better  than 
apa  hy^  ,ust  as  the  violent  schizophrenic  is  a  better  therapeutic  risk  th^ 

en  I  rl  ft  '"  '  "■"'^"""^''■■P  i°  "-W^h  ^"ch  behavior  achieves  their 
ends;  that  th,s  patient  was  fighting  what  he  thought  to  be  "leg-puIIing" 
behav,or  was,  m  a  sense,  to  his  credit.  If  we  accepTthe  interprefaHonTof 
Archhorn  and  Redl,  he  was  in  some  sense  "testing  the  limits,"  all  t^e  while 
becommg  attached  to  the  therapist  as  someone'who  was  really  trying  to 
understend  ( He  was  really  protecting  the  therapist  from  tl,e  decepL!  of 
the  other  prisoners,  as  he  perceived  the  sessions  )  P     ns  or 

How  can  we  state  "testing  the  limits"  in  the  terminology  of  learning' 
one  .Tv  f  '•  c  ''yP"*"'^  "^^'tog-  It  goes  something  like  this:  "Some- 

^ou  '  J  r  "  ^T  r"^:  '^^  ^^  ^'''  >'°"  '°  '^"  '"■"  ""--te  tilings  about 
youise If;  he  really  doesn't  care  about  you,  but  is  just  using  vou  to  trv  out 
ome  o  his  Ideas;  in  tlie  end  hell  throw  you  out,  the  wav  everibodv  else  ha 

vith,  and  1 11  see  how  much  he  can  take  before  he  really  shows  himself  up." 

6  F"K/"'i'T;,T""''''"'''^'<""''  (New  York:  The  Vikin..  Press  19351 
.^«F.  Redl,  and  D.  VVmenian,  Children  Who  Hate  ( Glenco°e,IU.  The  Free  Press. 
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The  probabilities  in  the  situation  turn  out  to  be  different  from  those  previ- 
ously experienced;  this  then  sets  the  stage  for  possible  change. 

The  patient  here  had  just  about  come  to  believe  that  the  therapist  was 
"O  K  "  when  he  did  try  to  throw  him  out.  One  can  read  several  meanmgs 
into  his  statement  "If  you  give  me  up,  then  there  is  no  hope  for  me.  One 
interpretation,  coherent  with  the  hypothesis-testing  notion,  would  go  some- 
thing hke  this.  "You  brought  me  nearer  to  believing  that  there  was  some- 
one willing  to  tolerate  me  than  I  have  ever  come  before;  if  you  now  fail  me, 
I  doubt  if  I'll  have  the  strength  to  give  anyone  else  the  chance  I  have  given 

you  to  help  me."  ., 

Fortunately  the  therapist  had  a  way  of  accepting  his  own  counter- 
transference"  by  offering  a  contained  proposal  for  limited  individual  psy- 
chotherapeutic sessions.  We  know  practically  nothing  about  these  sessions; 
apparently  the  therapist  was  at  that  time  too  inexperienced  to  detect  such 
progress  as  there  must  have  been. 

Now  the  conversion  experience,  four  months  later.  Things  started  m 
therapy  go  on  outside  the  therapeutic  hours.  We  don't  know  what  was 
happening,  but  we  do  have  an  account  of  the  experience  itself.  Suddenly 
I  felt  peaceful  and  happy.  I  felt  clean,  pure,  good,  and  wonderful.  These 
are  feelings  he  treasured;  they  must  already  have  been  within  his  value 
system;  possibly  the  envied  side  of  his  grandfather,  brought  into  focus  by  a 
relationship  with  a  therapist  who  to  him  embodied  these  same  values.  He 
rightly  related  them  to  the  experience  that  changed  Saul  mto  Paul 

Conversion  experiences  have  gone  out  of  style  within  our  culture,  al- 
though it  was  not  so  many  years  ago  that  they  were  considered  a  normal 
part  of  adolescent  development.  When  circumstances  are  right,  there  is 
no  reason  to  be  surprised  at  their  occurrence  today.  A  possible  mterpreta- 
tion  is  that  the  conversion  resolves  ambivalence  and  brings  to  the  tore  a 
fairly  well  integrated  value  system  that  was  held  in  abeyance  by  a  super- 
imposed one.  Most  "converts"  at  revival  meetings  are  those  with  religious 
backgrounds  in  early  life  who  later  accepted  more  superficial  social  values 
to  the  neglect  of  the  deeper  ones  associated  with  religion.  Thus  conversion 
is  not  really  a  very  great  change  in  personality  structure  but  a  brmgmg  to 
light  of  another  set  of  behavior  patterns  (values)  that  had  been  there  all 
along.  Even  a  learning  theorist  such  as  Guthrie,  who  argues  that  the  organ- 
ism always  does  what  it  last  did,  finds  that  there  are  alternative  types  of 
habit  in  the  behavior  repertory.  When  one  habit  has  been  used  over  and 
over  again,  another  one  previously  used  may  come  to  the  fore. 

The  argument  here  is  that  the  conforming  personality  (represented  by 
conjecture  in  the  grandfather)  was  there  all  the  time,  ready  to  be  used 
when  the  social  opportunity  was  right  for  rewarding  this  behavior  and  no! 
making  the  person  feel  belittled.  The  nonconforming  personality  was 
engendered  perhaps  by  this  same  grandfather  but  reinforced  by  the  peer, 
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culture  of  other  protesting  young  men  with  whom  he  felt  comfortable  and 
by  whom  he  was  hked.  It  is  difficult  to  relinrjuish  this  culture;  the  prison 
community  malces  them  his  peers  also,  and  to  begin  to  change  makes  him 
seem  crazy  to  them.  It  takes  almost  a  dramatic  occasion  to  provide  com- 
mitment to  change;  this  came  in  the  "conversion"  experience 

The  experience  was  undoubtedly  related  in  some  manner  to  the  therapy 
sessions^For  one  thing,  they  provided  reinforcement  from  a  conforminf. 
culture  by  a  representative  of  that  culture,  set  against  the  peer  culture  of 
his  friends  among  the  prisoners.  Perhaps  the  therapist's  inexperience  at 
the  time  made  it  impossible  for  the  patient  to  report  all  that  was  going  on- 
at  that  time  dient-centered  counselors  were  probably  not  prepared  to 
handle  the  transference  problems  involved.  He  would  find  it  hard  to  say 
properly:  I  want  to  be  like  you  instead  of  like  my  friends."  If  he  did  say 
this  we  don  t  quite  know  what  the  response  would  have  been,  but  it  is 
doubtful  if  it  would  have  led  then  and  there  to  something  like  a  conversion 
experience.  Even  in  the  interviews  following  the  "conversion,"  the  thera- 
pi^t^does  not  see  his  own  role,  except  as  in  some  vague  sense  a  "significant 

Let  us  be  careful  not  to  interpret  what  I  have  said  as  critical  of  either 
the  therapist  or  of  client-centered  therapy.  This  patient  made  a  good  adjust- 
ment, and  he  fits  the  "type"  for  whom  a  successful  outcome  is  not  usually 
predicted.  One  must  respect  these  facts;  one  wishes  only  that  the  steps  were 
more  clearly  understood.  ^ 

O.    HOBART    MOWRER    .    . 

I       In  their  book.  Psychoanalytic  Therapy,  Alexander  and  French'  refer  to 

he  episode  m  Victor  Hugos  Les  Mi^erables  in  which  a  confirmed  criminal 

!robs  a  pnest  but  the  priest  deals  with  the  situation  in  such  a  surprisin.lv 

ntegnty  and  responsibility.  Though  fictional,  this  incident  portrays  a  phe 
nomenon  which  while  perhaps  rare,  is  none  the  less  reafand  ^i  better 
understood,  might  also  be  commoner. 

L„„!'t^J.?l'"'  '"'™  ^""'7  *°™'gWy  explored  and  apparently  ex- 

boncSvedth"P""?K "'""""  °^  transference  as  psychoanalvtically 

-onceived.  there  seems  to  be  a  growing  impression  tliat  genuine,  realistic- 

Uy  deserved  gratitude  can  be  therapeutically  powerful  Until  recenavit 

UTrf  "' '"''  ''^  '"""  """'y'''-  *"'  *e  therapist  does  not  need  to 
be  good  to  he  pahent  in  any  commonly  accepted  meaning  of  that  term  As 
n  analyst  fnend  of  the  present  writer  once  put  the  mattl  some  20  ye^ 
igo.   You  assume  that  the  patient  is  always  wrong."  How  different  was  the 
■ress!  ««)"""''"•  ""^  "■•  ""■  """*'  ''-J'''0''mly„c  Therapy  ( New  York:  The  Ronald 
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assumption  of  Tom's  therapist.  Certainly  a  great  deal  was,  in  truth,  "wrong" 
witli  Tom;  but  the  therapist  approached  him  with  the  theory  that  some- 
times the  "worst"  people  are  the  "best"  people  and  said  that  he  would  be 
glad  to  work  with  him.  Tom  accepted  this  overture  mockingly,  but  he  did 
accept  it,  and  it  could  hardly  have  been  without  positive  impact. 

The  therapist  bore  Tom's  mockery  and  even  his  destructiveness  in 
group  therapy  until  its  devastating  effects  upon  otliers  were  unmistakable. 
The  result  was  that,  when  confronted  by  the  realities  of  the  situation,  Tom 
threw  himself  upon  the  therapist's  mercy:  "If  you  give  me  up,  then  there  is 
no  hope  for  me."  And  it  is  interesting  to  note  that  in  speaking  of  his  own 
powerful  feelings  about  Tom  at  this  point,  the  therapist  did  not  try  to  ana- 
lyze them  away  as  "countertransference."  He  accepted  them  as  very  real 
and  important:  "I  realized  clearly  that  this  human  being  was  in  trouble 
and  that  he  trusted  me,  no  matter  how  it  may  have  looked."  And,  once 
again,  he  made  a  personal  sacrifice  to  "stay  with"  Tom. 

Then  a  little  later,  came  Tom's  strange  and  remarkable  feelings  of 
peace  and  wholeness.  It  is  not  inappropriate  that  he  should  have  thought 
of  Saul's  Damascus  road  experience;  for  others  have  also  seen  conversion- 
like  reactions  take  place  in  therapy.^  Why  such  personality  alterations  occur 
suddenly  in  some  persons,  rather  than  gradually,  is  a  very  puzzhng  ques- 
tion. And  there  is  even  a  question  as  to  whether  or  not  they  are  always  con- 
structive and  healthy.  For  example,  the  present  writer  recalls  a  former 
patient  who,  early  in  therapy,  refei-red  repeatedly  to  a  similar  experience 
she  had  had  some  years  before.  It  sounded  psychotic.  The  patient,  who  was 
in  no  formal  sense  religious,  said  that  while  washing  the  dishes  one  eve- 
ning she  suddenly  felt  ".  .  .  just  wonderful,  as  if  God  had  spoken  to  me.  I 
felt,  for  that  moment,  as  if  I  could  do  anything.  It  was  wonderful,  but  the 
feeling  soon  passed  away." 

Tom,  too,  was  puzzled  by  his  experience:  "I  don't  know  if  I  am  crazy 
or  what."  But  might  not  such  experiences  have  great  therapeutic  potential 
if  we  only  knew  how  to  handle  them  properly?  Can  it  be  that  such  "flashes" 
of  good  feeling  come  to  people  as  a  token  of  what  a  different  way  of  living 
could  lead  to?  Certainly  from  this  point  on  Tom  started  changing:  some- 
how he  had  a  new  conception  of  life.  And  if  it  were  to  do  over  again,  the 
present  writer,  instead  of  ignoring  the  "vision"  of  the  woman  patient,  would 
give  it  very  careful  and  sympathetic  consideration. 

The  experience  of  allowing  himself  to  become  deeply  involved  with 
another  person,  instead  of  "following  formulas,"  the  therapist  says,  came  as 
"a  profound  shock,"  a  result  confirmed  by  others  in  Progress  in  Pstjcho- 

8  See  for  example,  Paul  Bergman,  "A  Religious  Conversion  in  the  Course  of  Psy- 
choanalysis," American  Journal  of  Psychotherapy,  VII,  (1953),  pp.  41-58  See  a  so 
Harold  Begbie,  Broken  Earthenware  (London:  Hodden  and  Staughton,  1910 j.  (Also 
published  under  the  title:  Twice-born  Men. ) 
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therapy.^  Psychologists  and  psychiatrists,  with  their  scientific  traininL^  and 
background  arc  understandably  distrustful  of  anything  that  savors  of 
mystiasm  But  perhaps  there  are  certain  '  experinu-nts"  which  we  have  be^ 
unwilhng  to  perform,  so  that  our  distrust  is  alloyed  with  inexperience  We 
cannot  but  be  grateful  to  Tom's  therapist  for  his  courage  in  submitting  him- 
self to  this  oi-deal  and,  equally,  for  his  courage  in  so  candidly  reporting  it 

Some  rather  remarkable  and  quite  independent  confirmations  of  this 
way  of  thmkmg  may  be  found  in  a  manuscript  by  A.  H.  Maslow-^  which  is 
recommended  to  the  reader  in  its  entirety.  Here  the  author  says- 
Peak  experiences  have  some  therapeutic  effects,  in  the  strict  sense  of 
removmg  symptoms.  I  have  at  least  two  reports-one  from  a  psychologist 
one  from  an  anthropologist-of  mystic  or  oceanic  experiences  so  profound 
as  to  remove  cei^ain  neurotic  symptoms  forever  after.  Such  conversion 
experiences  are  of  course  plentifully  recorded  in  human  history,  but  so  far 
trists^^^  ""''"'  '"""''^"'^  '^'  '"'"'^'^"  ^^  psychologists  and  psychia- 

"The  person  is  more  apt  to  feel  that  life  in  general  is  worthwhile,  even 
If  It  IS  usually  drab,  pedestrian,  painful,  or  ungratifying,  since  beauty  ex- 
himrexist"""'^'  '"    '  "^  --ningfulness  have  been  demonstrated  to 

E.  H.  Porter  ... 

It  has  always  struck  me  as  obvious  that  a  child  does  not  have  to  be 
.instructed  m  learning  how  to  feel  guilty  or  useless  or  unloved.  If  there  is 
lany  mstruction  involved,  it  is  the  way  his  world  acts  toward  him.  It  seems 
obvious  enough  in  this  case  that  this  man  had  a  childliood  world  that  clearly 

This  does  not  in  any  way  mean  that  he  thought  of  himself  as  an  un- 
rest rr.rf'r  '^  """'^'  "'  °*^"  ''  '^i^^"°g  P-P'^  ^^»  "»><' 
accept  h,monfy.f  they  were  "insane  or  mentally  defective''  The  crucial 

S  alf  t'  "  *'"',""■"'  f  ';™'^"  °'  "*-  -  ^-g  ™v  particular  wav 
WanLness  "  '"''     "'"'"'''  ""™"""S  ^-^  ^^  sell  .y,„boln-cd  un- 

<h!wi'  ^  *2^  ""^  *""/?"'  "*™  '""  P'"'™"  *»*  *ese  perceptual  habits 
(habits  .n  the  sense  of  highly  stable  and  consistent  perceptual  response  ) 
an  become  altered  only  tl^ough  interpretation  or  reflection  or  Wtic 

fork:Sr'eSro;''l956'r"'  '"'  ^-  ^-  "°""°'  ""'"'''  '"  ^^^>'o"'e^'-Py  (New 
orZoM^i^'^tri^rsSi^^^'ZVT^  '",''!'*  >=-^P™™-"  ■'--dential  Address 


18  "Dont  Give  Me  Up!" 

teaching  or  traumatic  confirmation  or  adherence  to  a  Hmit  or  any  other 
single  variable. 

In  my  view,  we  are  still  poverty-stricken  in  concepts  which  encompass 
what  happens  in  psychotherapy.  We  still  are  shackled  by  the  perception 
of  psychotherapy  as  a  situation  in  which  ( 1 )  the  patient  comes  for  help,  (2) 
the  therapist  must  do  something,  and  (3)  there  must  be  best  techniques  of 
doing  that  something.  We  are  often  honestly  puzzled  by  the  fact  that  an- 
other therapist  does  the  most  damned-fool  things  (from  our  point  of  view) 
and  yet  gets  results.  Moreover,  we  know  tliey  are  damned-fool  things 
because  we  do  something  different  and  get  good  results.  Yes,  we  may  even 
perceive  the  results  he  gets  as  bad  because  they  can  be  only  temporary  or 
because  there  remain  residual  neurotic  symptoms  and  so  on.  Of  course  we 
recognize  that  our  own  patients  seldom  stay  long  enough  for  the  complete 
cure. 

What  if  we  were  to  take  the  position  that  the  individual  is  just  as  active 
a  conceptualizer  and  symboHzer  in  adulthood  as  in  childhood — and  at 
the  same  level  of  unawareness  or  imthoughtfulness  of  what  he  is  being 
taught?  What  if  we  take  the  position  that  it  is  not  any  one  technique  or 
incident  which  produces  a  change,  but  that  evidences  of  new  learnings  will 
become  expressed  sooner  or  later,  sometimes  around  an  incident  apparently 
critical  and  sometimes  in  the  prison  yard  in  absence  of  any  external  stimu- 
lus? 

If  we  are  to  take  these  positions,  we  must  ask  ourselves  not,  "What 
technique  should  I  use?"  nor  "What  does  the  patient  need  in  view  of  his 
neurosis?"  but,  "How  do  I  really  feel  about  this  person  and  how  do  I  act  it 
out?"  "What  is  my  behavior  teaching  this  individual  about  the  kind  of 
person  he  is — and  the  kind  of  person  I  am?" 

I  guess  that  I  have  seen  too  many  clients  or  patients  get  help  from  me 
during  periods  when  I  was  personally  distressed,  and  have  seen  too  many 
clients  or  patients  get  help  from  others  when  they  were  personally  dis- 
tressed, to  believe  any  longer  that  the  therapist  must  be  a  model  of  personal 
adjustment,  exuding  only  the  most  wholesome  of  attitudes. 

It  seems  to  me  that  when  a  therapist  ( 1 )  has  a  genuine  respect,  although 
not  necessarily  a  complete  respect,  for  what  the  patient  can  be,  (2)  is  suflB- 
ciently  self-confident  to  act  freely  rather  than  be  bound  by  technique,  and 
(3)  has  pretty  well  learned  that  no  matter  how  the  patient  acts  toward 
him,  it  represents  the  patient's  view  and  does  not  necessarily  have  implica- 
tions for  the  kind  of  person  he,  the  therapist,  is— then  the  therapist  will 
present  a  climate  in  which  the  patient  can  begin  to  develop  new  concepts 
of  himself  and  others. 

Even  monkeys  learn  how  to  learn.  Conceivably,  human  patients  do  also. 
Maybe  therapy  is  essentially  the  promotion  of  a  learning  how  to  releam 
rather  than  a  process  of  curing  a  neurosis  or  a  psychosis. 
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David  Riesman  .  .  . 

In  tliis  consultant's  opinion,  people;  cling  most  forocionsly-porhaps 
especuilly  people  underprivileged  in  other  respects-to  their  map  of  the 
world:  their  map  which  gives  them  the  feeling  that  the  world  makes  sense 
even  if  it  is  very  painful  sense.  Tom  had  such  a  map,  clarifying  and  in  that 
sense  protective  in  its  cynicism.  To  begin  to  help  him,  one  had  to  challenge 
the  map,  in  spite  of  Tom's  frantic  efforts  (analogous  to  those  a  paranoid 
person  makes)  to  confirm  his  map  by  the  vice  and  devise  of  his  own  be- 
havior with  the  therapist  in  the  group.  At  least  he  wanted  to  conclude  that 
the  therapist  was  soft  and  therefore  among  those  to  be  expk^ited 

Who  knows  how  much  hope,  how  much  desperation,  and  how  much 
exploitativeness  were  combined  in  Tom's  first  comment  to  the  therapist 
( that  IS,  the  first  critical  incident) :  possibly  Tom  half  hoped  that  the  thera- 
pist would  give  him  up  and  thereby  support  and  solidify  his  map.  The 
therapist  had  fitted  the  map  before,  by  virtue,  as  he  candidly  says  of  be- 
havior that  followed  formulae  and  presented  Tom  with  little  unmanageable 
novelty.  But  here  something  unexpected  happened.  The  therapist  was  con- 
fronted with  at  least  potential  novelty  and  in  turn,  by  offering  to  help  Tom 
m  unanticipated  ways  while  not  responding  to  his  blackmail  about  refoin- 
ing  the  group,  he  first  confronted  Tom  with  something  the  latter  could  not 
cynically  interpret  or  misinterpret. 

It  is  my  criticism  of  many  formula-grounded  therapies  that  they  fail  to 
confront  particular  patients  with  behavior  so  novel  and  so  "unmanageable" 
that  they  cannot  go  on  as  before.  One  is  reminded  here  of  Les  Miserables 
and  the  incident  of  Jean  Val  Jean.  Undeviatingly  nondirective  therapy 
might  have  struck  Tom  as  either  a  critical  game  or  a  sign  of  softness,  but 
the  new  flexibility  of  which  the  therapist  found  himself  capable  was  per- 
haps able  to  convey  to  Tom  that  Tom  could  matter  to  somebody-that 
somethmg  human  could  get  through  from  beneath  his  own  thick  protectiNe 
covenng  of  cynicism.  A  delayed  reaction  to  that  encounter  which,  in  our 
limited  vocabulary,  we  may  term  "conversion"  is  no  more  and  no  less  a 
miracle  than  any  human  encounter  which  escapes  previous  determinisms. 

William  Snyder  ... 

^  Several  aspects  of  this  case,  with  its  two  critical  incidents  strike  me  as 
important.  First  with  regard  to  the  question  of  whether  Tom  should  haxe 
been  excluded  from  the  group,  it  seems  to  me  that  the  therapist  had  little 
familiarity  with  the  literature  on  group  therapv,  or  he  ^^'ould  Le  remo^-ed 
lom  from  the  group  much  earlier  than  he  did.  He  would  also  likely  hax-e 
offered  Tom  tlie  privilege  of  individual  therapy  at  the  time  he  excluded 
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him  from  the  group.  It  seems  a  well  accepted  tenet  o£  group  therapists  that 
highly  destructive  criticism  of  group  members  by  one  person  m  the  group  is 
extremely  injurious  to  group  progress,  and  to  the  eventual  therapeutic  prog- 
ress of  the  individuals.  Slavson  makes  this  point  many  times.  The  thera- 
pist's great  reluctance  to  exclude  Tom  not  only  reveals  his  lack  of  familiar- 
ity Nvith  good  handling  of  group  therapy  situations,  but  more  importantly  it 
probably  reveals  signs  of  a  strong  countertransference.  The  therapist  ap- 
peared willing  to  sacrifice  a  whole  group  of  clients  for  the  welfare  of  a 
single  one.  There  is  nothing  reasoned  about  such  a  willingness;  it  is  purely 
emotional,  and  thus  is  probably  proof  of  the  countertransference. 

The  evidence  of  countertransference  that  appears  in  the  first  critical 
incident  also  gives  the  clue  to  the  significance  of  the  second  one.  The  thera- 
pist's sudden  realization  that  he  was  "at  that  moment  closer  to  him  ( client ) 
than  I  had  ever  been  to  any  person  on  earth"  closely  parallels  Toms  ex- 
perience that  "Suddenly  I  felt  peaceful  and  happy.  I  felt  clean,  pm-e  good 
and  wonderful.  .  .  .  I  do  kTiow  that  this  feeling  had  something  to  do  with 

^"""with  no  impHcation  of  censure,  it  is  entirely  legitimate  to  point  out  that 
these  two  people,  therapist  and  client,  were  each  giving  voice  to  an  experi- 
encing of  a  strongly  aflEective  interest  in  the  other.  Both  were  mystified  by 
it  but  this  merely  reveals  understandable  naivete  on  tlie  part  of  the  client, 
and  somewhat  excusable  repression  on  the  part  of  the  therapist.  These  ex- 
periences of  what  analysts  call  transference  and  countertiansference  are, 
ill  the  writer's  opinion,  the  very  heart  of  effective  therapeutic  relationships, 
as  they  are,  in  fact,  the  heart  of  most  satisfying  human  relationships.  The 
client  compared  his  experience  to  the  conversion  of  Saul  at  Damascus,  and 
the  comparison  may  be  quite  apt.  The  realization  that  one  is  the  recipient  of 
a  deep  and  sincere  "love"  has  been  demonstrated  many  times  to  be  an 
experience  that  is  entirely  capable  of  modifying  one's  life-style.  This  writer 
has  pointed  out  elsewhere^^  that  the  need  to  be  loved  is  so  basic  a  hum^ 
need  that  it  diives  many  people  into  therapy,  because  tliey  are  msufh- 
cientlv  loved  outside  of  dierapy.  Tom's  conversion  of  life-style,  his  becomi- 
ing  a  "good"  citizen  after  an  unbelievably  delinquent  childhood  and  youth, 
is  the  parallel  of  similar  conversions  throughout  recorded  history;  Saul, 
Augustine,  and  many  members  of  Alcohohcs  Anonymous  have  made  identi- 
cal changes,  and  for  the  same  reason.  There  can  be  little  doubt  that  it  was 
the  result  of  the  therapeutic  relationship. 

It  seems  unfortunate  that  the  therapist  felt  himself  limited  by  the  ar- 
bitrary time  limit  on  individual  therapy  in  the  prison  where  he  worked.  He 
obviously  found  it  easy  to  double  the  duration  of  the  treatment  by  the  use  ot 

n  William  Snyder,  "Comment  on  Donald  Walker's  'Carl  Rogers  and  the  Nature  of 
Man.'  "  Journal  of  Counseling  Psychology,  II  ( 1956 ) ,  pp.  91-92. 
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the  expedient  of  two  difiFerent  periods  of  therapy,  separated  by  a  time 
lapse.  Had  the  therapist  been  able  to  recognize  the  significance  of  the  rela- 
tionship that  had  developed  between  himself  and  his  client,  and  to  have 
interpreted  this  relationship  and  its  significance  to  the  client,  it  is  probable 
that  the  therapy  would  not  have  had  to  be  judged  unsuccessful  by  the 
chent.  Both  therapist  and  client  could  have  recognized  the  very  normal 
course  of  a  transference  relationship.  It  is  not  surprising  that  Tom  did  not 
find  it  necessary  to  prolong  a  close  after-therapy  relationship.  He  had  ex- 
perienced the  "love"  that  the  average  person  experiences  as  coming  from  a 
parent,  and  the  therapist  was  in  this  case  a  typical  benevolent  father-surro- 
gate. Tom  was  able  to  grow  normally  out  of  the  therapy  transference  rela- 
tionship, and  to  develop  normal  channels  of  libidinal  expression.  The 
average  person  goes  through  the  same  metamorphosis  with  regard  to  his 
own  parents.  Experienced  therapists  are  quite  accustomed  to  having  their 
clients,  who  were  at  one  time  deeply  "in  love"  with  them,  grow  away  from 
them.  Properly,  they  prefer  it  to  be  that  way.  An  occasional  letter  or  card, 
arriving  at  decreasingly  frequent  intervals  is  a  typical  sign  of  the  continued 
maturation  of  the  client  into  a  self-dependent  adult. 

Bess  Sondel  .  .  . 

"If  you  give  me  up,  then  there  is  no  hope  for  me." 

When  the  patient  made  this  statement  to  the  therapist,  the  therapist 
knew,  of  course,  that  this  is  not  a  bona  fide  causal  hypothesis  but,  rather,  an 
imputed  relationship  that  is  a  matter  of  opinion  and  not  of  fact.  This  state- 
ment calls  for  prediction.  Something  the  therapist  may  do,  the  patient  says, 
could  affect  him  irrevocably.  This  hypotliesis  places  all  of  the  potency  in  the 
therapist;  none  in  tlie  patient.  This  hypotliesis  assumes  that  the  environ- 
ment plays  no  part  whatsoever  over  and  beyond  that  played  by  the  thera- 
pist. This  hypothesis  assumes  infallible  knowledge  of  the  consequences  of 
human  actions.  On  all  these  grounds  the  hypothesis  is  questionable,  as  the 
therapist  knows. 

But  tlie  statement  provides  information  under  semantic  analysis: 
It  is  an  implicit  affirmation  by  the  patient  of  his  desire  to  remain  with 
the  group  (much  as  he  denies  identification  with  the  group  on  intellectual 
and  social  grounds ) . 

This  statement,  is,  also,  impHcitly  valuative  in  that  it  implies:  You  can 
help  vie. 

But  this  statement  is  primarily  incitive  in  tliat  tlie  patient  desires  a 
specific  action  response— a  reconsideration,  probably,  of  removal  from  tlie 
group  and,  hence,  dissociation  with  the  therapist. 

The  therapist  made  a  significant  decision;  he  removed  the  patient  from 
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the  group  (a  source  of  conflict)  and  agreed  to  treat  him  as  an  "individual" 
-as  someone  separate  and  apart  from  the  group.  This  was  probably  the 
"cause"  of  the  "transformation"  in  the  patient.  His  seemingly  sudden  ex- 
perience of  peace  and  well-being  was,  I  believe,  a  final  reaction  of  cumu- 
lative experience  which  provided  the  patient  the  desired  intellectual  and 

personal  experience.  jr^    f  iq'T 

I  believe  this  procedure  can  be  generalized.  A  patient  with  an  IQ  ot  161 
who  suffers  from  lack  of  self- actualization  probably  experiences  great 
"hopelessness,"  for  this  is  the  very  negation  of  his  human  potential.  Identifi- 
cation of  such  an  individual  with  others  of  low  potential-ethical  and  m- 
tellectual— is  thwarting  and  the  occasion  for  rebellion  against  society  as  a 
whole.  I  believe  the  therapy  was  directly  responsible  for  his  regeneration 
since  it  provided  both  intellectual  and  social  contact  of  a  kind  desued  by 
the  patient. 

PiTIRIM    SOROKIN    .    .    . 

So  far  as  I  can  tell  from  the  description  of  this  "critical  incident,"  two 
factors  appear  to  be  particularly  instrumental  in  the  successful  remtegra- 
tion  of  Tom.  The  first  is  real  concern,  friendship,  or  altruistic  love  on  the 
part  of  the  therapist  for  Tom.  Tom  became  convinced  of  this,  and  he  felt  it 
with  his  total  personality,  especially  after  Incident  A. 

According  to  my  own  investigations,  and  the  investigations  of  an  ever 
increasing  number  of  psychiatrists,  psychologists,  and  real  educators,  the 
factor  of  genuine  love,  roughly  speaking,  in  80  per  cent  of  the  cases  re- 
ported exerts  its  beneficial  effects  upon  normal  as  well  as  abnormal  human 

beings.  i     nji-     •  c 

The  second  important  factor  is  the  regrouping  of  social  afthations  ot 
Tom  which  resulted  in  his  separation  from  members  of  his  gang,  from  other 
persons,  and  in  an  establishment  of  affiliation  with  new  groups  after  he  had 
received  a  job  at  a  place  some  2,000  miles  from  the  prison. 

In  my  humble  opinion,  psychiatrists  do  not  generally  give  sufficient 
importance  to  this  factor  of  group  affiliation,  and  often  do  not  study  care- 
fully with  what  groups  and  persons  an  individual  has  been  affiliated,  and 
what  changes  can  take  place  in  these  affiliations.  Often,  when  the  patient 
establishes  a  ti'uly  friendly  relationship  with  the  therapist,  and  the  thera- 
pist becomes  one  of  the  important  centers  of  affiliation  of  the  patient,  the 
patient  (returning  back  to  his  other  groups  which  have  been  partly  re- 
sponsible for  his  disintegration)  is  subjected  again  to  the  disintegratmg 

effects  of  these  groups. 

In  these  brief  comments  I  cannot  go  into  the  full  development  ot  tins 
idea,  but  in  several  of  my  works,  particularly  in  The  Ways  and  Power  of 
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Love,^"  and  then  in  Society,  Culture  and  Personality,^^  the  importance  of 
this  factor  is  analyzed  in  considerable  detail.  It  is  an  important  factor  be- 
cause the  total  structure  of  pers(jnality  of  (iveryonc  of  us  is  in  a  way  a 
microcosm  reflecting  the  total  social  macrocosm  amidst  which  everyone  is 
placed.  In  a  most  humble  way  I  would  plead  that  the  psychiatrists,  psy- 
chologists, and  all  persons  in  charge  of  molding  and  educating  or  instruct- 
ing human  beings  should  be  paying  much  greater  attention  to  this  factor  of 
social  affiliations  of  the  individual.  As  my  own  and  other  studies  of  striking 
moral  and  religious  conversions  of  individuals  show,  this  factor  is  always 
one  of  the  most  important  factors  of  success  or  failure  of  re-integration  and 
therapeutic  cure  of  individuals. 


Clara  Thompson  ... 

The  last  question  raised  in  this  case  is  the  one  upon  which  the  signifi- 
cance of  the  other  experiences  depends.  "Would  Tom  have  gone  straight 
anyway?"  Obviously  no  control  experiment  can  be  conducted  to  prove  or 
disprove  the  importance  of  the  therapy  in  Tom's  life.  It  seems  clear,  how- 
ever, that  the  therapy  was  of  importance  to  Tom.  Although  at  no  point  did 
he  acknowledge  any  specific  insight  gained,  there  is  no  doubt  in  my  mind 
that  the  therapist  reached  and  influenced  some  basic  emotion.  Here  is  a 
rejected  boy  of  more  than  average  intellect,  tossed  about  by  Hfe,  without 
guidance.  After  thirteen  years  of  correctional  institution  experience,  he  ex- 
pected nothing  from  anybody.  He  dared  not  believe  there  was  hope,  and 
so  accepted  the  prospect  of  therapy  in  a  mocking  spirit,  probably  to  fore- 
stall possible  disappointment. 

The  therapist  did  what  I  have  recommended  in  Chapter  16.  He  told  him 
that  he  knew  he  was  a  tough  case,  but  that  he  was  willing  to  work  with 
him.  The  patient  obviously  did  not  dare  beheve  this,  having  no  similar 
experience  in  his  hfe,  so  he  proceeded  to  test  the  therapist  to  the  point  of 
despair.  Tom  knew  the  underworld,  and  probably  was  correct  in  diinking 
that  many  in  the  group  were  lying,  but,  more  importantly,  Tom  needed 
special  attention.  He  wanted  someone  all  to  himself.  It  seems  likely  that 
most  of  his  criminal  behavior  had  been  strongly  motivated  by  the  need  to 
get  attention  and  be  understood.  At  any  rate,  I  am  sure  there  was  some- 
thing in  the  therapist's  character  which  Tom  sensed  and  respected — some 
genuine  interest  in  him.  I  say  this  because  if  there  had  not  been  genuine 
interest  I  doubt  that  the  therapist  would  have  responded  to,  "If  vou  gi\e 
me  up,  then  there  is  no  hope  for  me." 

I  think  his  decision  to  take  the  patient  out  of  the  group  and  see  him  alone 

12  Pitirim  A.  Sorokin,  The  Ways  and  Power  of  Love  (Boston:  Beacon  Press,  1954). 

13  Pitirim  A.  Sorokin,  Society,  Culture  and  Personalitti  (New  York:  Harper  &  Bros., 
Inc.,  1947).  ^'  i^  ' 
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was  the  correct  one.  It  stated,  "You  are  a  real  problem,  but  I  am  interested 
in  you."  To  have  kept  him  in  the  group  at  tliis  point  would  probably  not 
have  worked.  Therefore,  I  wonder  why  the  therapist  felt  disgusted  with 
himself.  A  test  situation  was  set  up  by  tlie  patient,  and  he  met  it  intuitively. 
This  points  to  a  real  relationship  with  the  patient.  The  therapist  seems  to 
have  had  some  doubts  of  his  own  importance,  some  neurotic  humihty.  He 
says  he  was  ready  to  sacrifice  him  (Tom)  to  his  own  convenience.  I  do  not 
see  it  this  way.  As  the  patient  had  played  it  up  to  this  point,  the  natural 
conclusion  for  the  therapist  to  draw  was  that  Tom  intended  to  destroy  the 
group.  So  it  was  a  question  of  sacrificing  Tom  or  the  group— not  sacrificing 
for  the  therapist's  convenience. 

Anyway,  he  recognized  and  responded  to  a  note  of  sincerity  in  the 
patient,  and  there  foUowed  ten  weeks  of  individual  therapy.  But  Tom  had 
been  too  hurt  by  hfe  to  admit  easily  any  gain.  It  was  only  after  he  had  left 
and  was  alone  that,  in  a  moment  of  revery  perhaps,  he  was  able  to  experi- 
ence the  feehng  that  he  had  found  a  friend.  Again  it  had  to  be  tested  with 
the  report  of  no  gain.  But  what  is  meant  by  no  gain?  We  are  told  that 
after  the  second  ten  weeks,  he  was  able  to  work  in  the  group  for  a  year. 
Isn't  the  therapist  trying  to  be  too  theoretical  here?  A  man  has  gone  from 
disrupting  a  group  to  being  able  to  work  in  it.  This  is  gain,  whether  it  can  be 
verbalized  or  not. 

So  finally  the  question  is  raised  whether  he  helped  him  as  friend  or 
therapist.  Here  again,  I  think  the  therapist  is  seeing  therapy  in  terms  of 
some  verbal  theoretical  insight.  The  relationship  to  the  therapist  is  an  essen- 
tial part  of  any  cure.  I  believe  in  this  case  the  relationship  was  probably 
more  important  than  any  verbal  insight  acquired.  For  the  first  time  in  his 
life,  Tom  had  the  experience  of  having  someone  show  real  concern  for  him, 
and  when  he  had  tested  it  enough,  he  knew  it  to  be  genuine.  I  am  ready  to 
say  that,  without  doubt,  something  in  the  doctor-patient  relationship 
changed  Tom's  life. 

This  raises  the  question  of  Tom's  diagnosis.  We  are  very  quick  to  think 
of  delinquents  and  criminals  as  psychopaths;  that  is,  people  without  a  shred 
of  integrity  on  which  to  build.  Tom  obviously  had  something— some  desire 
to  "go  sti-aight."  We  do  not  know  enough  of  his  history  to  ti-ace  its  origins. 
Perhaps  many  more  of  our  alleged  psychopaths  also  have  this  "something," 
but,  not  having  the  same  kind  of  dedication  as  this  therapist,  we  fail  to 
awaken  it.  Of  course,  it  is  not  easy  to  awaken.  In  the  criminal  group,  we  are 
dealing  with  desperately  damaged  people. 

Frederick  C.  Thorne  .  .  . 

This  incident  illustrates  a  point  which  has  not  been  well  understood 
among  nondirective  therapists,  namely  that  a  strongly  rejecting  directive 
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action  taken  by  a  therapist  does  not  inevitably  disrupt  rapport  or  cause  a 
breakdown  in  tJierapy.  While  the  client  may  react  intensely  at  the  moment 
when  a  painful  interpretation  or  administrative  action  is  given,  it  is  not 
the  immediate  reaction  but  the  long  term  result  which  is  significant.  Non- 
directive  therapists  in  their  research  have  given  too  much  attention  to  short- 
term  results  of  directive  actions  which  arouse  antipathy  in  the  client,  while 
largely  disregarding  long  term  reactions  which  occur  after  the  client  has 
had  opportunity  to  assimilate  the  directive  action.  Quite  often  the  client 
will  later  come  to  accept  and  thank  the  therapist  for  having  taken  directive 
action  which  was  immediately  painful  but  which  had  positive  long  term 
results. 

This  incident  illustrates  how  even  a  most  refractory  patient  can  be 
influenced  therapeutically  even  during  long  periods  of  negativism  and  overt 
hostility.  Here  the  chent  was  told  that  even  though  most  others  rejected  him 
as  hopeless,  the  therapist  believed  that  he  had  positive  personality  re- 
sources and  might  eventually  straighten  out.  Even  though  the  patient 
displayed  intense  hostility  during  the  initial  period  of  group  therapy,  and 
in  the  first  series  of  11  interviews  could  report  no  progress,  at  least  he  had 
developed  enough  confidence  in  the  therapist  to  request  later  another  series 
of  11  interviews  following  his  "conversion"  experience.  This  conversion 
experience  may  be  regarded  as  an  attitudinal  reorientation  which  took 
place  spontaneously  as  the  client  gradually  assimilated  the  implications 
of  ( 1 )  the  new  hope  that  he  could  do  something  with  himself,  (2)  the  core 
attitude  that  "If  you  give  me  up,  then  there  is  no  hope  for  me,"  (3)  the 
clear  realization  that  he  would  be  ostracized  from  all  worthwhile  social 
groups  if  he  continued  his  antisocial  behavior,  and  (4)  the  reorganization 
of  his  mental  context  to  resolve  the  inconsistencies  among  his  conflicted 
personality  tendencies. 

Carl  Whitaker  .  .  . 

Without  the  described  therapeutic  effort,  Tom  would  not  have  gone  on 
to  a  successful  adjustment  in  living  but  would  have  continued  in  his 
criminal  behavior. 

The  structuring  of  the  therapeutic  relationship  is  conspicuously  signifi- 
cant here.  The  therapist  challenged  the  patient  by  his  honest  admission  tliat 
tlie  outcome  would  probably  be  a  failure.  He  was  able  and  willing  to  join 
in  the  power  struggle  with  the  patient,  and  by  forcing  the  patient  to  lose  he 
induced  the  beginning  of  the  therapeutic  regression. 

The  friendship  aspect  of  the  relationship  between  tlie  therapist  and  the 
patient  was  of  Bttle  importance.  The  impelling  force  that  changed  his 
behavior  was  the  symbolic  experience  of  psychotherapy.  It  seems  apparent 
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that  the  therapist's  personal  growth  is  the  sine  qua  non  for  the  patient's 
therapeutic  experience.  In  a  very  clear  way  the  therapist  defines  the  fact 
that  the  patient  helped  produce  a  change  in  him.  In  fact  he  says,  "I  felt 
disgusted  with  myself  and  I  felt  that  I  was  growing."  When  the  therapist's 
"growing  edge"  is  expanding,  the  patient  can  be  sure  his  own  regression  is 
protected.  If  the  therapist  is  unwilling  to  break  with  his  previous  adjust- 
ment patterns  and  move  into  a  new  area  of  unknown  adjustment,  then  the 
patient  dares  not  move  into  a  new  type  of  adjustment  himself. 

It  is  a  mistake  to  call  this  transformation  a  conversion  since  the  implica- 
tion of  this  word  is  hysterical.  To  say  this  in  another  way,  all  transference 
cures  are  not  temporary.  It  may  be  that  transference  cures  are  solid  and 
will  continue  to  be  effective  if  the  transference  is  bilateral;  that  is,  if  the 
therapist  himself  has  grown  because  of  his  "countertransference"  to  the 
patient. 

In  the  second  therapeutic  series  the  therapist  was  doing  what  we  call 
"staying  for  breakfast,"  that  is,  after  the  emotional  intercourse  of  the  night 
before,  he  was  willing  to  reassert  and,  before  the  world,  validate  the  sense 
of  oneness  that  had  been  present  in  their  previous  episode.  To  say  it  more 
formally,  this  was  a  reality  integration  of  the  fantasy  ( symbolic )  relation- 
ship. 

The  episode  which  we  would  describe  as  a  therapeutic  psychosis  and 
which  took  place  in  the  yard  was  precipitated  by  the  patient's  voluntarily 
permitting  himself  to  use  fantasy  for  fantasy  satisfaction,  in  place  of  his 
years  of  using  reality  for  fantasy  satisfaction.  That  is,  for  once  he  did  not 
project  his  fantasy  out  into  the  world  but  was  able  to  perceive  it  as  it  took 
place  within  him.  This,  it  seems,  was  a  crucial  point  of  change.  He  then 
moved  from  being  a  delinquent  or  an  acting-outward  person  to  becoming  a 
neurotic  or  an  acting-inward  person. 

Is  it  true,  as  might  be  deduced  from  this  incident,  that  crime  is  a  form 
of  psychosis  with  reality  actually  functioning  as  a  type  of  distorted  percep- 
tion? If  so,  then  the  recovery,  or  the  so-called  adjustment,  is  merely  the  fact 
that  the  patient  is  now  able  to  attain  fantasy  satisfaction  in  fantasy  and 
reality  need  not  be  used  as  fantasy.  Reality  can  become  merely  real  living 
and  crime  is  unnecessary  as  an  expression  or  a  method  of  acting  out  fantasy. 


Werner  Wolff  .  .  . 

This  incident  invites  a  discussion  on  the  orbit  and  tlie  depth  of  psycho- 
therapy. At  the  surface,  the  patient  seemed  to  be  "the  most  hopeless 
individual  I  have  ever  seen,"  and  each  of  the  two  therapeutic  series  was 
understood  by  therapist  and  patient  to  be  "an  evident  failure,"  Neverthe- 
less, after  a  sudden  revelation  which,  as  the  patient  explained,  had  some- 
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tiling  to  do  witli  tlu;  therapist,  healing  processes  set  in.  These  processes, 
however,  did  not  appear  in  the  siihseqiient  tlierapy. 

It  seems  to  ine  that  the  therapist,  without  fonnali/ing  it,  used  what  I 
call  existential  psychotherapy.  1  distinguish  three  basic  therapeutic  ap- 
proaches : 

1.  Structural  psychotherapy,  dealing,  like  the  various  psychoanalvtic 
schools,  with  the  psychic  structure  in  its  ego,  superego,  and  id  aspects 
and  its  formation  by  past  events  and  future  goals. 

2.  Social  psychotherapy,  dealing  with  the  individual's  adjustment  to  his 
present  social  environment,  as  advanced  by  counseling  and  group 
therapy. 

3.  Existential  psychotherapy  which,  client-centered,  stimulates  the  un- 
folding of  the  many  aspects  of  personality  focusing  upon  the  patient's 
self-evaluation  of  the  meaning  of  his  existence.  The  deep  disillusion- 
ment in  the  present  case  was  laid  bare:  "Life  is  a  wind-blown 
tree  .  .^^ .  One  is  born  in  pain  and  one  dies  in  pain  and  in  between,  one 
suffers." 

I  distinguish  three  basic  aspects  in  the  transference  response  of  the 
therapist:  that  of  empathy,  feeling  with  the  patient  up  to  the  point  of  identi- 
fication; that  of  ecpathy,  by  which  the  therapist  discovers  his  own  problems 
as  general  life  problems  in  the  patient;  and  that  of  sympathij,  in  which  a 
warm  but  detached  relationship  is  formed.  Structural  psychotherap)'  mobi- 
lizes sympathy,  social  psychotherapy  points  toward  empathy,  while  the 
existential  approach  seems  to  involve  ecpathy. 

In  the  present  case,  the  therapist  set  an  existential  approach  b)-  his  \alue 
statement  that  "people  who  have  the  most  terrible  records  are  often  the 
people  with  the  greatest  capacities,  which  have  been  turned  the  wrong 
way."  The  therapist  was  moved  by  self-evaluations  which  triggered  his 
emotions  of  "sorrow,  hatred,  pity,  and  inadequacy;"  and  bv  the  feeling:  "I 
was  at  that  moment  closer  to  him  than  I  had  ever  been  to  any  person  on 
earth."  At  this  moment  the  therapy  and  the  transference  became  an  existen- 
tial problem  for  the  therapist  himself:  "I  realized  clearly  that  this  human 
being  was  in  trouble  and  that  he  trusted  me."  The  patient  answered  ^^•ith 
the  existential  insight:  "If  you  give  me  up,  there  is  no  hope  for  me." 

According  to  my  observations,  existential  psychotherapy  mav,  more 
than  other  approaches,  trigger  "critical  incidents,"'which  bring  about  reve- 
lations and  conversions  as  described  by  the  patient:  "Suddenly  I  felt  peace- 
ful and  happy.  I  felt  clean,  pure,  good,  and  wonderful.  Maybe  a  second, 
maybe  a  minute."  The  conversion  is  experienced  like  a  seizure,  as  Dostoev- 
sky  described  it  and  as  William  James  refers  to  it  in  his  Varieties  of  Reli- 
gious Experience. 

Existential  psychotherapy  seems  to  penetrate  to  those  imconscious 
processes  in  which  superego  and  id  converge,  as  it  becomes  manifest  in 


28  "Dont  Give  Me  UpF' 

existential  dreams  where  impulses  and  drives  fuse  with  values.  In  one  of  my 
books, ^•^  I  have  tried  to  point  out  that  therapy  proceeds  on  various  levels  of 
consciousness  and  unconsciousness,  and  that  the  therapist  should  be  careful 
not  to  bind  and  to  limit  the  patient  unto  one  single  level  such  as  the  sexual 
or  the  social  one. 

Concerning  the  specific  questions  of  the  therapist  in  the  present  case  I 
should  like  to  offer  the  following  comments: 

The  overpowering  problem  of  the  case  should  have  suggested  very 
soon  tliat  the  patient  was  not  material  for  a  group  therapy  and  that  he 
needed  personal  challenge  and  a  personal  direction.  Special  cases  which 
disrupt  the  level  of  a  group  should — for  the  sake  of  the  individual  as  well  as 
of  the  group — not  be  mixed. 

The  tlierapist's  transference  in  this  case  included  a  friendship  experi- 
ence that  promoted  transformations  and  structurations  in  the  patient, 
namely,  stimulating  self-healing  processes  working  in  the  absence  of  a  ther- 
apeutic relationship.  Therefore,  the  present  approach,  in  which  cathartic 
experiences  of  patient  and  therapist  converged,  cannot  be  generalized  or 
formalized.  We  can  suppose,  not  that  the  patient  would  have  gone  straight 
anyway,  but  that  the  unconscious  contact  of  existential  processes,  the  "deep 
human  element"  between  patient  and  therapist,  the  mutual  "Hbido  trans- 
ference" gave  a  support  through  which  a  resti'ucturing  could  take  place. 

14  Werner  WolflF,  Values  and  Personality:  An  Existential  Psychotherapy  Crisis 
( New  York :  Grune  &  Stratton,  1950 ) . 
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History 

The  patient  is  a  girl  of  27,  a  very  attractive  and  talented  musician 
and  singer.  She  comes  from  a  well-to-do  Baptist  family  in  Texas.  A 
brother  in  his  thirties  is  not  married  and  is  probably  homosexual.  The 
mother  is  the  church  organist  in  the  small  town  in  which  they  live  ( so 
is  the  brother )  and  has  dominated  the  entii-e  family. 

The  patient  came  to  therapy  because  a  very  casual  boyfriend  sug- 
gested that  she  needed  help.  She  had  no  clear-cut  awareness  of  her 
problems  or  the  area  in  which  she  wanted  to  change.  She  came  to 
analysis  the  same  way  she  did  everything  else — she  was  a  "good  httle 
girl"  and  did  what  was  expected  of  her.  Her  dream  material  was,  from 
the  beginning,  very  significant,  but  she  would  present  it  to  the  thera- 
pist like  "an  apple"  for  the  teacher.  She  would  say:  "I  have  a  dream 
for  you — ,"  heave  a  sigh,  and  relax.  Some  of  her  early  dreams  showed 
hostility  and  competitiveness  with  the  doctor,  but  she  would  deny  it 
on  a  conscious  level.  This  general  passivity  was  apphed  even  to  in- 
sight gained.  She  would  report  doing  something  and  tlie  motives 
which  made  it  "wiong"  (even  to  her),  but  would  not  botlier  connect- 
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ing  the  two.  One  of  her  problems  was  her  sexual  promiscuity.  She 
slept  with  every  man  that  dated  her.  She  would  report  such  an  event 
without  any  affect  or  any  sense  of  guilt.  This  she  would  often  do  even 
when  presumably  in  "love"  with  one  special  one.  No  man  would  know 
about  the  other,  and  though  she  picked  them  from  the  same  musical 
circle  she  would  really  take  no  precautions  to  be  discreet.  She  had  no 
girl  friends.  She  came  twice  a  week  for  two  years  and  marked  reforms 
were  noted:  in  greater  care  in  her  own  appearance,  more  feminine 
behaviors,  greater  interest  in  the  world  around  her,  and  more  adult 
dealings  with  people  in  the  orchestra  and  the  conductors.  There  was 
still  the  complete  flatness  of  eflFect  and  the  passivity. 

She  was  at  all  times  nice  and  accommodating  with  me  as  with  all 
other  people,  and  I  in  the  fear  of  meeting  her  need  for  dependence 
just  went  along  with  her. 

Incident 

One  day,  after  two  years  of  therapy,  she  again  reported  her  sexual 
adventures.  She  had  been  on  tour  and  really  went  on  a  "binge."  She 
slept  with  married  men  whose  wives  she  knew,  and  did  not  even  take 
precautions. 

I  then  decided  to  be  more  active  and  I  said:  "I  forbid  you  to  sleep 
with  another  man.  You  know  now  the  reasons  why  you  do  it  and  now 
you  must  do  the  job — you  must  make  the  effort  to  stop  yourself."  In 
so  doing  I  was  still  afraid  that  not  only  was  I  becoming  authoritarian 
like  her  mother,  but  also  I  was  now  making  the  decision  for  her. 

Discussion 

The  patient  was  relieved  and  accepted  her  responsibility.  With  my 
prohibition,  I  gave  her  a  frame  of  reference  which  she  lacked.  In  her 
desire  to  rebel  against  her  mother,  she  was  using  one  thing  which  to 
her  mother  would  make  her  "unlovable"  and  "bad."  She  did  not  take 
into  account  the  price  she  herself  was  paying  and  the  self  contempt 
and  the  acceptance  of  her  mother's  negative  concept  of  herself  that 
entered  into  this  promiscuous  behavior.  She  also  began  to  understand 
how,  with  her  promiscuous  behavior,  she  tried  to  be  a  man  and  ex- 
press her  desire  to  identify  with  her  father.  She  began  to  interpret  her 
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dreams  and  increased  the  number  of  sessions  to  five  a  week.  Now,  she 
is  becoming  aware  of  the  fact  that  she  has  been  indiscriminate  and 
impractical  and  no  longer  feels  competitive  with  the  therapist.  Slie  is 
also  less  concerned  about  being  liked  and  can,  in  sessions  and  outside, 
express  her  feelings. 

C.  Knight  Aldrich  .  .  . 

My  first  question  is :  why  did  the  therapist  have  so  much  "fear  of  meet- 
ing (the  patient's)  need  for  dependence"  that  he  "just  went  along  with 
her"?  Meeting  dependent  needs  may  indeed  be  risky  at  times,  but  it  also 
may  be  necessary,  kept  within  reasonable  limits,  if  treatment  is  to  progress. 
Adequate  personality  diagnosis,  not  evident  in  this  case,  should  have 
established  both  the  degree  of  her  deprivation  and  her  capacity  to  tolerate 
"meeting  her  need  for  dependence." 

Granted,  however,  that  there  is  a  risk  in  meeting  or  trying  to  meet  her 
dependence  needs,  the  therapist  who  "just  goes  along"  with  a  patient  is 
not  avoiding  the  risk.  By  his  (implied)  inactivity  for  two  years,  the  thera- 
pist has  not  only  stirred  up  the  patient's  dependency  needs,  but  he  has 
stirred  up  her  fantasy  that  her  needs  would  be  met.  Furthermore,  he  has 
given  indirect  sanction  to  her  acting  out  through  promiscuity. 

The  sanction  to  her  acting  out  is  my  most  serious  criticism  of  this  inci- 
dent. It  apparently  took  two  years  for  the  therapist  to  indicate  his  position; 
meanwhile  I  suspect  that  his  failure  to  take  a  stand  was  interpreted  as 
permission,  sanction,  and  even  encouragement,  as  Johnson  and  Szurek^ 
have  clearly  demonstrated  in  similar  cases.  When  the  therapist  finally  did 
get  around  to  declaring  himself,  it  could  have  appeared  as  a  betrayal — he 
had  let  her  get  in  over  her  head,  perhaps  had  derived  vicarious  satisfaction 
from  the  recitations,  and  then  after  two  years  suddenly  began  to  criticize. 
She  was  relieved,  naturally,  when  someone  ( on  whom  she  was  dependent ) 
finally  made  an  effort  to  help  her  stop  what  she  couldn't  stop  by  herself. 

There  is  much  more  to  the  problem  of  acting  out  than  rebellion  against 
the  mother  or  identification  with  the  father.  If  the  super-ego  defect  had 
been  handled  constructively  at  the  start  of  treatment,  she  might  ha\e  had  a 
chance  much  earlier  to  use  treatment  to  work  on  her  underlying  neurotic 
disturbance.  More  frequent  sessions,  and  more  dream  interpretations,  may 
well  have  been  included  in  this  process,  although  the  material  suggests  tliat 
in  this  case  the  patient  used  di'eams  as  resistance  and  to  seduce  tlie  thera- 
pist, as  well  as  for  more  constructive  uses. 

1  A.  M.  lohnson,  and  S.  A.  Szurek,  "The  Genesis  of  Antisocial  Acting  Out  in  Chil- 
dren and  Adults,"  Psychoanalytic  Quarterly,  XXI  ( 1952 ) ,  p.  323. 
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Albert  Ellis  ... 

The  therapist's  technique,  in  this  case,  is  doubly  disturbing,  since  he 
appears  to  have  gone  from  one  extreme  to  another,  without  for  a  moment 
considering  resting  on  some  middle  ground.  In  the  first  place,  out  of  a  self- 
confessed  fear  of  interfering  with  the  patient's  need  for  dependence,  the 
therapist  passively  went  along  with  her,  and  apparently  for  a  period  of  two 
whole  years  of  analysis  made  little  or  no  attempt  to  show  her  that  she  was 
acting  in  an  obviously  over-nice  manner  and  that  she  had  better  seriously 
consider  some  possible  alternatives. 

Then,  after  tlie  patient  has  apparently  spent  the  first  two  years  in 
therapy  making  very  litde  progress  in  her  somewhat  reckless  and  indiscreet 
behavior,  the  therapist  is  confronted  with  additional  evidences  of  this  be- 
havior and  suddenly  becomes  unequivocally  authoritative  and  commands 
her  to  change  her  sexual  ways.  Fortunately,  liis  commands  seem  to  work; 
but  they  just  as  easily  could  have  got  her  into  still  more  serious  difficulties 
with  herself. 

A  more  judicious,  more  middle-of-the-road  approach  would  have  been, 
it  seems  to  me,  for  the  therapist,  soon  after  he  noticed  what  this  girl's  be- 
havior pattern  was,  to  have  started  her  questioning  herself  about  it.  He 
could  have  easily,  when  evidences  of  her  indiscretion  were  reported,  ques- 
tioned her  by  saying  something  like:  "Your  sexual  promiscuity  may  be  per- 
fectly all  right  for  you,  providing  that  you  really  want  it  that  way  and  are 
not  merely  engaging  in  it  to  win  approval.  But  do  you  think  it  entirely  wise 
to  be  that  indiscreet  about  it,  or  to  sleep  with  men  whose  wives  you  know?" 
If  the  patient,  after  this  kind  of  questioning,  insisted  on  continuing  her  same 
pattern  of  behavior,  that  would  be  her  prerogative.  But  at  least  the  therapist 
would  have  raised  the  issue  of  her  possibly  hurting  herself  by  this  behavior, 
and  would  have  given  her  the  opportunity  to  give  the  matter  serious 
thought. 

Not,  apparently,  working  on  the  matter  at  aU,  and  then  suddenly  com- 
manding the  patient  to  change  her  behavior,  seems  to  me  to  be  somewhat 
like  jumping  out  of  the  frying  pan  into  the  fire.  Actually,  the  girl  may  have 
had  important  reasons,  whether  neurotic  ones  or  not,  for  being  sexually  in- 
discreet. As  it  happened,  some  of  these  reasons  came  out  after  the  thera- 
pist's prohibition;  but  it  would  have  been  much  safer  to  explore  them 
before  any  such  prohibition  was  made. 

This  is  not  to  contend  that  therapists  should  not,  under  any  circum- 
stance, insist  that  patients  do  or  not  do  certain  things.  Often,  they 
should;  and  often,  as  in  this  case,  their  doing  so  results  in  profound  insight 
after  a  given  act  is  commanded  or  prohibited.  It  is  not,  therefore,  that  I  am 
in  any  sense  opposed  to  the  general  idea  of  highly  active,  and  at  times  quite 
authoritative,  therapeutic  procedures.  It  just  seems  to  me  that  in  this  partic- 
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ular  case  the  prohibition  against  sexual  behavior  was  made  in  too  abrupt 
and  too  risky  a  manner,  hirgely  because  the  therapist  was  (consciously  or 
unconsciously)  feeling  guilty  about  his  prior  over-passivity.  Direct  pro- 
hibitions and  commands  should  usually  be  made  in  therapy  when  more 
subtle  forms  of  persuasion  have  been  tried  and  failed.  I  do  not  see,  in  this 
case,  where  subtle  persuasion  was  employed  at  all;  and  I  feel  that  it  should 
have  been  before  the  drastic  step  of  direct  prohibition  was  taken.  Fortu- 
nately, all's  well  that  ends  well  in  this  instance;  but  calamity  also  could 
have  befallen. 

Viktor  E.  Frankl  .  .  . 

There  is  no  question  whatever  of  authoritative  interference  in  the  case 
under  consideration.  The  therapist  simply  verbalized  what  the  patient 
already  subconsciously  knew.  Is  it  not,  ultimately,  the  task  of  psycho- 
therapy to  make  imconscious  knowledge  available,  so  that  the  patient  can 
manage  it,  and  thereby  become  more  aware  of  it?  Actually  what  I  call 
existential  analysis  {Existenzanaltjse)  consists  of  helping  a  person  to 
come  to  an  explicit  understanding  of  one's  existence.^ 

Only  after  this  interference  by  the  therapist  did  the  patient  begin  to 
understand  what  she  had  done  in  the  past.  Furthermore,  the  patient  might 
have  continued  this  behavior,  if  the  therapist  had  not  dared  to  explain  the 
meaning  and  result  of  her  behavior,  without  embarrassment  and  un- 
hampered by  fears  of  directness.  Only  after  the  therapist  became  active, 
and  even  emotional,  did  it  become  clear  to  the  patient  that  she  had  acted 
not  only  contrary  to  the  customs  and  rules  of  society,  but  also  against  her 
own  true  wishes.  This  is  to  be  understood  by  conceiving  that  she  really  did 
not  initiate  responsible  actions  but  rather  was  drawn  by  circumstances, 
temptations,  seductions,  and  in  the  last  analysis,  instincts. 

In  general,  one  may  say  that  many  an  "epoche"  (in  the  sense  of  the 
ancient  Greek  philosophers) — that  is,  an  abstaining  from  any  values  or 
judgments,  which  is  generally  looked  on  as  a  basic  principle  of  Anglo-Saxon 
psychotherapy — is  in  reality  much  more  likely  to  imply  a  value  judgment 
than  the  seeming  interference  tliat  was  so  fortunately  practiced  in  tliis  case. 
The  steps  of  the  therapist  were  meant  and  intended  to  support  and  to 
strengthen  the  patient's  already  existent  knowledge. 

Vincent  Herr  .  .  . 

This  incident  interests  the  writer  because  it  involves  questions  \^'hich 
come  up  so  frequently  in  actual  practice,  such  as:  Is  it  pennitted  for  a 

2  Viktor  E.  Frankl,  "On  Logotherapy  and  Existential  Analysis,"  American  Journal 
of  Psychoanalysis,  18,  28-37, 1958. 
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counselor  always  to  be  permissive  to  the  coimselee,  in  every  conceivable 
kind  of  instance  or  circumstance?  The  question,  more  specifically  as  ap- 
plied to  the  incident  would  be  as  follows:  May  a  therapist  wait  long  years, 
passively,  and  permissively,  while  he  observes  his  client  performing  and 
glorying  in  the  performance  of  antisocial  and/or  unsocial  acts,  in  the 
hope  that  the  eventual  change  in  the  life  of  the  client  will  be  more  lasting? 
When  should  something  like  dictatorial  methods  be  substituted  for  the 
permissiveness,  if  ever?  The  answer  to  each  of  these  questions  would  seem 
again  to  depend  upon  the  good  judgment  and  foresight  of  the  therapist, 
as  we  are  about  to  show.  It  seems  that  no  sweeping  rule  can  be  found  to 
cover  all  cases.  We  have  to  assume,  for  the  sake  of  clarity,  that  the  "pro- 
hibition" in  the  case  produced  an  eflFect  which  could  not  have  been  pro- 
duced if  it  had  been  made  sooner;  and  we  assume  also  that  the  change  here 
reported  was  a  more  conforming  type  of  behavior,  actually  was  a  perma- 
nent one  and  beneficial  to  all  concerned,  even  the  therapist.  Both  of  these 
assumptions  lack  any  kind  of  rigorous  scientific  proof,  as  so  often  happens 
where  human  behavior  is  concerned;  nor  can  the  truth  of  the  assumptions 
be  ascertained  from  the  data  presented  in  the  case. 

If,  however,  the  experience  of  therapists  has  shown  that  an  interference 
in  behavior  at  too  early  a  date  will  not  be  as  effective  as  this  one  was,  then 
the  therapist  must  have  had  some  rather  clear  signs  of  a  movement  or 
change  in  the  patient,  before  he  could  take  the  risk  of  being  other  than 
"permissive"  in  his  treatment  procedures.  Thus,  since  we  must  assume 
with  some  kind  of  evidence  that  the  dictatorial  treatment  in  the  early  ses- 
sions is  not  very  effective  of  changes,  we  may  perhaps  also  assume  that 
the  patient  was  so  mentally  disturbed,  in  the  estimation  of  the  therapist, 
that  she  could  not  take  on  herself  the  full  responsibility  for  the  social  con- 
sequences of  her  acts.  Thus  the  burden  on  the  shoulders  of  the  therapist 
is  indeed  a  heavy  one.  1 

In  all  such  cases  the  "personality"  and  "attitudes"  of  the  therapist  seem 
to  be  the  deciding  factors,  as  to  what  form  of  treatment  will  best  obtain 
the  desired  results  for  all  concerned.  Thus  we  are  finally  led  to  the  conclu- 
sion that  whatever  course  of  action  is  pursued  by  the  therapist — whether 
he  steps  in  early  and  advises  a  more  conforming  type  of  behavior,  or 
whether  he  waits  longer,  in  the  hope  of  even  greater  success — depends 
ultimately  upon  the  judgment  and  prudence  of  the  therapist. 

There  is  another  possibility,  namely  that  the  therapist  never  steps  in 
and  assumes  an  authoritarian  role.  In  this  case  his  very  permissiveness 
becomes  equivalent  to  his  decision  to  "let  the  patient  set  his  own  course  of 
action."  It  is  obvious,  then,  that  the  behavior  of  the  therapist  can  and  often 
does  have  grave  consequences  for  the  total  outcome,  both  as  regards  the 
best  interests  of  the  individual,  and  as  regards  the  group.  Thus  he  will  be 
in  need  of  a  code  of  ethics  to  guide  his  decisions,  but  the  manner  in  which 


"Behave  Yourself!"  35 

this  code  is  interpreted  and  put  into  practice  will  always  be  a  f  iinctimi  of 
the  hfe  experience,  the  frame  of  reference,  and  the  values  of  tlic  t})(;rapist. 
There  does  not  seem  to  be  any  other  alternative. 

Do  therapists  generally,  and  theorists  on  morals  and  values  always, 
take  these  things  into  consideration  when  they  write  their  directives?  The 
case,  as  viewed  by  the  present  critic,  is  crucial  f(;r  pointing  up  these  vital 
issues  in  the  whole  question  of  social  values,  and  gives  us  more  insight 
into  the  manner  in  which  values  influence  the  lives  and  behavior  of  in- 
dividuals and  groups. 

In  the  case  reported,  it  also  becomes  clear  that  persons  giving  treat- 
ment feel  a  keen  sense  of  responsibility,  and  realize  that  they  have  certain 
obhgations  to  their  clients  to  seek  their  best  total  good.  If  they  do  not  live 
up  to  these  obligations,  the  patient  may  suffer  and  be  harmed  because  of 
the  action  of  the  therapist.  In  this  case  it  is  not  as  clear  as  it  would  be  in 
the  case  of  permitting  a  person  to  threaten  suicide,  just  how  the  client, 
by  being  permitted  unsocial  acts,  is  also  injuring  him  or  herself.  Yet  in 
both  cases  the  reasoning  is  basically  the  same.  In  both  cases  the  profes- 
sional person  who  wants  to  help  others  knows  that  he  has  responsibilities 
toward  the  people  whom  he  serves.  These  obligations  extend  so  far,  it 
would  seem,  that  they  have  a  duty  to  prevent  the  client,  as  far  as  it  is  in 
their  power  as  treatment  persons,  from  injuring  himself  and  others.  The 
thoughtful  reader  will  see  numerous   implications   contained   in   these 
straight-forward  speculations.  One  of  them  might  be  that  a  therapist  who 
proposes  a  code  whereby  he  merely  sees  to  it  that,  as  a  consequence  of  his 
treatment,  his  client  does  not  do  harm  to  others,  is  taking  a  one-sided  and 
narrow  view.  The  code  must  take  into  account  the  extent  to  which  a  treat- 
ment will  deter  the  client  from  injuring  himself.  Of  course  all  this  pre- 
supposes that  there  are  some  valid  norms  for  deciding  when  a  person  in- 
jures himself  and  others.  Space  will  not  permit  further  pursuit  of  this  in- 
teresting question,  and  how  it  is  related  to  the  anti-social  behavior  kno\\Ti 
as  sex  deviation,  and  to  the  other  touchy  problems  of  "indi\'idual-\-ersus- 
group"  goods. 

J.  W.  Klapman  ... 

An  amazing  case,  and  if  we  interpret  correctly,  one  demonsti'ating 
the  extremes  to  which  parental  influence  can  go.  It  is  not  at  all  raie  that 
an  individual  will  take  violent  exception  to  a  parent's  dictation,  but  still 
be  so  profoundly  influenced  by  it  as  to  develop  ^'ery  deep  guilt  feelings 
over  rebellion,  but  superficially  be  entirely  complitmt.  In  tliis  case  this 
conflict  apparently  led  to  neurotic  acting  out.  For,  on  the  one  hand,  she 
secretly  rebels;  on  the  other  hand  she  is  a  passive,  very  complimit  child. 
Her  rebellion  results  in  acting  out  secretly,  which  if  her  motlier  knew  about 
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it,  would  certainly  curl  her  hair.  She  can  do  that  because  it  is  more  or  lesf 
unknown  to  her  mother,  but  at  the  same  time  the  conflict  situation  is 
actually  a  stalemate  and  impasse,  leaving  her  drained  of  any  surplus  will 
and  energy.  From  this  she  longed,  in  the  final  depths  of  her  being,  to  be 
rescued.  ( It  is  remarkable  that  a  subject  under  such  conditions  could  still 
carry  on  with  an  exacting  artistic  pursuit.  However,  most  likely  it  would 
finally  tell  in  the  creativeness  required  in  the  pursuit  of  her  artistic  en- 
deavors.) This  stalemated  conflict  without  therapist's  mediation  might 
well  have  ended  in  a  schizoplirenic  withdrawal.  As  it  was  there  resulted 
a  helpless  state  resembling  that  of  a  hypnotic  subject.  In  tlie  passive  atti- 
tude of  the  first  part  of  the  treatment  the  therapist  was  just  another  parent- 
surrogate,  demanding  the  same  kind  of  imconditional  fealty  and  depend- 
ence that  her  motlier  did. 

A  most  surprising  tiling  in  therapy,  which  we  see  in  increasing  number 
of  reports,  are  situations  where,  in  a  genuinely  critical  climax  when  the 
"chips  are  really  down,"  only  a  direct,  forceful,  authoritarian  intervention 
will  safely  negotiate  the  crisis  with  a  resulting  favorable  denouement. 
While  I  don't  endorse  a  consistently  dictatorial,  autlioritarian  approach 
thi-oughout  tlie  course  of  therapy,  it  must  be  remarked  that  the  awesome 
injunction  against  authoritarianism,  inherited  from  psychoanalysis,  is  a 
kind  of  sacred  cow  amounting  to  a  therapeutic  obsession  and  phobia. 

One  is  also  struck,  in  this  case,  witli  another  order  of  dynamics  which 
is  not  strictly  of  the  psychoanalytic  genre.  As  already  stated,  there  is  some 
resemblance  in  the  girl's  attitude  and  behavior  to  that  of  an  hypnotic 
subject.  What  was  the  effect  of  the  therapist's  standing  up  on  liis  hind  legs 
and  giving  a  direct  order?  In  this  action,  as  a  parental  figure,  he  gave 
the  subject  absolution  from  the  previous  parental  commands.  She  was 
now  freed  of  her  thralldom  to  her  motlier's  behests,  free  to  be  herself,  and 
to  exercise  her  o^vn  will  and  judgment. 

Frederick  C.  Thorne  ... 

We  often  see  patients  who  seem  to  be  cooperating  with  and  gaining 
insights  from  psychotherapy  but  who  never  translate  such  progress  con- 
cretely into  action.  In  such  impasses,  it  may  be  indicated  to  confront  the 
client  forcibly  with  the  inconsistencies  of  her  professed  intentions  and  her 
actions  in  order  to  precipitate  a  conflict  which  we  hope  will  be  resolved 
in  a  desii-able  way.  Such  action  was  taken  in  this  case  when  the  therapist 
became  impatient  and  directively  ordered  the  patient  to  desist.  Such  di- 
rective therapy  does  not  result  in  client  resistiveness  as  inevitably  as  non- 
directive  theory  would  postulate. 

If  a  good  rapport  has  been  established  which  will  survive  transient 
disagreements  between  client  and  therapist,  the  therapist  may  persist 
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actively  in  gently  but  firmly  insisting  that  the  client  accept  a  suggested 
line  of  conduct.  We  have  often  put  it  up  to  thf;  client  as  fcjllows:  "You  will 
eventually  have  to  change  your  conduct  along  these  linf;s  anyway.  I  have 
plenty  of  patience  to  go  along  with  you  until  you  find  it  out  for  yourself. 
Why  don't  you  try  it  and  see  how  it  works?  You  can  always  experiment  a 
bit  to  see  what  works  best."  Unless  the  therapist  takes  decisive  action  in 
such  impasses,  the  client  usually  will  lose  respect  and  confidence  in  the 
therapist,  partic;ularly  when  the  client  kn(jws  what  she  should  do  and 
tests  the  therapist  to  see  how  long  he  will  let  her  get  away  with  n(;t  dfjing 
it.  Nondirective  handling  of  impasses  such  as  this  will  usually  result  in  a 
gradual  breaking  off  of  the  therapeutic  relation. 


On  a  Saturdaij 
Afternoon 
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History 

Joan  is  a  nineteen-year-old  college  freshman.  She  was  first  seen 
while  she  was  attending  junior  college.  The  school  psychologist  had 
diagnosed  her  as  a  paranoid  schizophrenic  on  the  basis  of  a  Rorschach 
test  and  had  referred  her  for  psychotherapy  to  a  counseling  center 
which  uses  a  client-centered  approach. 

The  therapist  to  whom  Joan  was  assigned  (the  present  author), 
noted  no  psychotic  symptoms  until  the  sixth  interview  when  she  had 
a  hallucination  and  expressed  some  bizarre  ideas.  After  this  interview, 
the  therapist  asked  for  a  consultation  with  a  psychiatrist  which  was 
followed  by  a  joint  interview  with  the  patient  and  continuing  consul- 
tation during  the  course  of  treatment. 

The  critical  incident  described  occurred  in  the  fourteenth  inter- 
view. Joan  had  been  seen  initially  for  eight  interviews,  followed  by  a 
month  and  a  half  of  summer  vacation,  and  then  five  more  interviews 
before  she  left  town  to  go  to  a  state  university.  She  had  been  at  the 
university  for  one  week  when  she  called  the  therapist  and  said  she 
wanted  to  come  back  during  the  weekend  for  an  appointment.  One 
was  set  for  five  o'clock  on  Saturdav. 
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Incident 

Joan  arrived  almost  on  time,  breaking  a  precedent  of  coming  con- 
sistently 20  to  30  minutes  late.  Slie  said  she  was  quite  disturbed  and 
had  tried  to  reach  me  twice  during  the  afternoon. 

I  asked  her  how  much  time  she  would  like.  (Our  previous  inter- 
views had  all  been  for  whatever  was  left  of  50  minutes  after  her  late 
arrival. )  I  opened  the  possibility  of  a  longer  interview  in  reaction  to 
her  apparent  degree  of  disturbance  and  the  inaccessibility  of  the  clinic 
to  her  new  residence  at  the  university.  She  asked,  "Wliat  do  you 
mean?"  I  said,  "I  wonder  if  you  would  like  more  than  an  hour  today?" 
She  said,  "Yeah,  I  would."  I  asked  her,  "Well,  how  much  time  would 
you  like?"  She  did  not  try  to  answer  the  question  so  I  said,  "Suppose 
we  continue  until  we  both  get  hungry  and  it's  time  to  go  home  for 
supper." 

She  began  then  talking  about  her  experience  at  the  university.  She 
described  the  loneliness  that  she  felt— the  isolation.  Nobodv  reallv 
loved  her.  She  just  felt  all  alone  in  the  world.  Life  was  so  depressing 
that  she  couldn't  work  up  interest  in  anything.  She  didn't  have  the 
push  to  do  anything.  If  she  had  the  push,  she  thinks  she  would  com- 
mit suicide.  If  the  future  were  merely  an  extension  of  the  present, 
then  it  would  not  be  worth  living  for.  She  was  expressing  a  deep  des- 
pair v^hen  she  began  to  pull  herself  together  again.  There  would  be 
some  hope  if  she  could  change  herself.  She  began  to  feel  that  maybe 
she  did  have  the  possibility  for  changing. 

During  a  pause  in  this  working  through  of  feeling,  I  wondered 
about  the  time.  Taking  out  my  watch,  I  discovered  that  it  was  six- 
thirty  and  that  we  had  been  together  for  an  hour  and  a  half.  I  put  my 
watch  on  the  desk  and  asked  her,  "How  much  more  time  do  you 
want?"  She  didn't  answer.  The  watch  sounded  loud  ticking  away,  so 
I  put  it  back  in  my  pocket.  We  went  on  until  about  seven,  when  I  be- 
gan to  feel  weak  and  wasn't  following  her  very  well.  I  said  this  to  her 
and  she  looked  up  at  me  like  a  scared  rabbit.  She  smiled  in  a  forced 
way  and  began  putting  on  her  coat  as  if  preparing  to  leave.  I  said, 
"You  looked  frightened  when  I  suggested  it  might  be  time  to  stop." 
She  nodded.  I  said,  "Almost  as  if  you  thought  I  were  rejecting  aou 
then."  She  said,  "Yes,  that's  what  it  looked  like  to  me."  Then  she 
pulled  her  coat  together  over  her  chest.  Her  hands  clenched  strongh- 
on  the  coat  and  she  started  to  stare  at  the  wall.  Her  e\es  got  red  but 
no  tears  came.  She  began  to  tremble.  I  did  not  understand  what  was 
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happening  and  said.  "It  seems  as  if  the  feehngs  you  have  now  are 
making  you  afraid."  She  just  nodded  without  looking  at  me.  Her  trem- 
bhng  and  staring  went  on  for  about  eight  minutes.  Then  she  stood  up 
in  front  of  me.  I  asked  her  if  she  wanted  to  go  home.  She  looked  at  me, 
smiled  again  in  a  mechanical  fashion,  and  shook  her  head  "no."  Then 
she  began  wringing  her  hands,  staring  at  the  wall,  and  shaking  all 
over.  From  time  to  time  her  body  would  lean  toward  me  and  then  lean 
away.  My  heart  was  beating  like  a  trip  hammer.  I  didn't  understand 
what  was  happening  to  her.  I  was  afraid  that  she  might  be  going  into 
a  psychotic  break.  After  about  ten  minutes  of  throbbing  silence,  I  said, 
"It's  hard  for  me  to  understand  what  you  are  feeling."  Then  she  said 
that  she  was  looking  at  the  lambs  on  the  wall,  the  faces  of  the  lambs. 
(There  was  a  flower  print  on  the  wall.)  "They  have  two  eyes.  One  is 
a  mean  eye  and  the  other  is  a  kind  eye.  I  see  the  faces  of  my  mother 
and  my  grandmother.  They  are  telhng  me  to  control  myself  and  I  hate 
them." 

I  told  her  I  was  puzzled.  Then  I  said,  "I  wonder  if  you  are  saying 
— in  part  you  like  yourself,  in  part  you  don't  like  yourself."  She  said, 
"No.  It's  other  people's  reactions  to  me.  They  partly  like  me  and 
partly  don't  like  me."  She  said  that  one  of  the  eyes  was  covered  over 
with  wool.  I  said,  "I  wonder  if  you  are  saying  that  if  people  really 
knew  you — could  see  the  real  you — that  they  would  not  like  you."  She 
said,  "Yes." 

In  between  these  times  when  we  talked  together,  she  was  still 
standing,  trembling,  wringing  her  hands,  and  staring  at  the  wall.  Then 
she  began  to  tell  me,  in  a  very  circuitous  way,  about  her  relationship 
with  her  father.  She  started  out  by  saying  that  when  she  was  thirteen 
years  old,  she  had  seen  the  divorce  papers  of  her  parents.  In  those 
papers  it  said  that  her  father  had  not  wanted  her  before  she  was  born. 
Then  she  went  on  to  describe  her  father's  attitude  toward  her  and 
after  many  hints  told  me  about  having  incestuous  relations  with  her 
father.  She  described  this  as  the  experience  which  made  her  dirty,  no 
good,  horrible. 

She  had  been  standing  and  shaking  for  half  an  hour,  but  having 
brought  out  this  report  of  incest,  she  sat  down  and  relaxed.  She  looked 
at  me  while  she  talked,  really  seeing  me  for  the  first  time  since  she  had 
stood  up  and  described  how  this  experience  had  affected  every  part 
of  her  life.  She  had  never  told  this  to  anyone  before.  She  felt  she  could 
not  tell  her  mother  or  her  grandmother.  Even  with  her  father,  she 
pretends  that  it  never  happened,  and  he  never  mentions  it.  She  no 
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longer  has  sex  relations  with  him,  but  when  she  visits  him  (her  par- 
ents are  separated)  she  takes  along  a  friend  to  protect  herself. 

When  it  was  about  eight  o'clock,  I  found  I  was  again  beginning  to 
get  hungry.  I  said,  "Well,  I'm  beginning  to  get  weak  again."  She  said, 
"You  know,  I've  got  a  headache  and  I'm  hungry.  I'm  just  all  worn  out 
and  I  really  haven't  much  more  to  say  today.  But  I  couldn't  tell  you.  I 
couldn't  suggest  that  we  stop."  It  developed  that  she  was  afraid  tliat 
would  be  rejecting  me. 

Discussion 

What  part  did  the  handling  of  time  play  in  this  interview?  Did  the 
indecisiveness  of  the  therapist  lead  to  a  seductive  interplay  which 
aroused  transference  reactions,  helping  to  precipitate  the  temporary 
psychotic  break?  If  so,  how  should  this  be  evaluated  therapeutically? 
Would  a  firm  initial  definition  of  limits  by  the  therapist  have  cut  off 
the  possibility  of  the  intensive  catharsis  which  occurred  during  the 
last  hour? 

The  therapist  interpreted  the  client's  hallucinatory  thoughts  in 
terms  of  her  attitudes  toward  herself  and  her  relationships  with  other 
people.  What  would  have  been  the  effect  of  merely  reflecting  the 
ideas  which  she  was  verbalizing?  What  would  have  been  the  effect  of 
interpreting  her  behavior  in  terms  of  a  transference  neurosis? 

C.  Knight  Aldrich  .  .  . 

The  diagnosis  of  paranoid  schizophrenia  implies  the  likelihood  of 
behavior  which  is  dangerous  to  the  reputations  or  even  the  lives  of  the 
patient  and  others,  behavior  which  often  requires  commitment.  Although 
the  psychiatrist  usually  welcomes  the  collaboration  of  the  responsible 
psychologist  in  tlie  treatment  of  paranoid  schizophrenics,  he  believes  it 
is  essential  that  a  psychiatrist  actively  participates  in  the  collaboration  in 
order  to  provide  the  patient  with  appropriate  medical  and  legal  safe- 
guards.^ 

Even  when  the  psychologist  in  independent  practice  makes  a  consci- 
entious eflfort  to  refer  patients  with  recognized  psychotic,  organic,  or 
I  psychosomatic  conditions  to  a  psychiatrist,  his  lack  of  a  medical  back- 
ground handicaps  him  severely  in  narrowing  the  range  of  his  diagnostic 
tools.  Physicians,  including  psychiatrists,  make  their  share  of  diagnostic 

1  Psijchologtj  and  Its  Relations  with  Other  Professions  (American  Psychological 
Association,  1954),  Principle  5.44. 
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errors,  but  their  patients  have  had  the  benefit  of  a  comprehensive  diagnos- 
tic approach.  A  Rorschach  diagnosis  is  never  enough. 

From  the  discussion  it  appears  that  the  therapist  reahzes  to  some  degree 
the  serious  imphcations  of  his  seductiveness  and  his  failure  to  protect 
the  patient,  and  correctly  questions  the  appropriateness  of  "merely  reflect- 
ing" or  of  "interpreting  her  behavior  in  terms  of  a  transference  neurosis." 
Most  significant  in  that  which  he  does  not  see  ( except  in  terms  of  rejection ) 
is  the  patient's  fear  of  her  own  and  the  therapist's  hostility. 

The  question  is  asked  in  the  discussion:  Would  a  firm  initial  definition 
of  limits  by  the  therapist  have  cut  off  the  possibility  of  the  intensive 
catharsis  which  occurred  during  the  last  hour?  My  reaction  to  this  ques- 
tion is:  I  would  hope  so.  Catharsis  is  not  the  only  goal  in  psychotherapy, 
and  part  of  the  skill  of  the  experienced  therapist  lies  in  knowing  when  to 
discourage  as  well  as  when  to  encourage  catharsis.  One  of  the  advantages 
of  setting  time  limits  in  treatment  hours  is  to  give  the  patient  the  opportu- 
nity to  pace  himself. 


Rudolf  Dreikurs  ... 

This  is  another  example  of  the  difficulty  in  evaluating  an  approach 
based  on  a  different  methodology  than  that  used  by  the  reviewer.  The 
therapist  obviously  felt  obliged  to  give  up  his  usual  procedure,  and  entered 
into  a  much  more  active  and  interpretative  interaction  with  the  patient. 
It  is  difficult  to  understand  what  else  he  could  have  done — his  general 
orientation  notwithstanding.  But  one  could  have  approached  the  situation 
differently  from  the  beginning.  The  fact  that  the  patient  came  on  time 
almost  for  the  first  time  and  was  obviously  quite  disturbed  and  eager  to 
talk — having  tried  twice  to  reach  the  therapist  before — ^would  indicate 
that  she  had  something  urgent  to  discuss.  Consequently,  one  could  have 
started  by  probing  what  was  on  her  mind,  and  gently  coaxing  her  if  she 
hesitated  to  reveal  it.  In  this  way,  one  would  not  have  waited  for  the 
terrific  pressure  at  the  conclusion  of  the  interview  which  forced  the  thera- 
pist to  give  her  so  much  more  of  his  time  and  drove  the  patient  close  to  a 
psychotic  break  before  she  could  reveal  what  apparently  was  on  her  mind 
all  the  time,  namely,  her  relationships  with  her  father. 

Another  hint  which  she  gave  at  the  beginning  of  the  interview  which 
one  could  have  followed  up  immediately,  was  the  description  of  her  ap- 
parent depression,  which  led  her  even  to  consider  suicide.  Depression  is 
usually  an  expression  of  anger.  Therefore,  one  could  have  probed  to  deter- 
mine at  whom  she  was  angry — and  probably  would  have  found  the  father 
who  was  on  her  mind  at  that  time. 

In  this  light,  it  seems  that  this  highly  charged  emotional  climax  could 
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luive  been  avoided  if  the  therapist  would  liave  tried  to  understand  wliy 
she  was  so  upset  and  why  she  was  so  urgent  in  seeking  this  particuhir 
appointment.  Without  exploring  this  area,  it  was  natural  that  tlu;  therapist 
did  not  see  what  was  happening.  It  seems  that  a  rigid  proeedure  as  to  the 
therapeutie  teehni(|ue  may  often  invite  sueh  a  predieament,  which  is  less 
likely  to  occur  when  the  therapist  is  willing  to  sense  an  undercurrent  and 
tries  to  explore  deliberately  and  systematically  what  is  going  on  in  the 
patient's  mind. 

None  of  that  is  brought  forth  by  the  therapist  in  his  exploration  of  the 
incident.  Actually,  it  was  not  he  who  was  "handling  the  time."  His  only 
alternative  was  to  terminate  the  interview  on  time  regardless  of  the  pa- 
tient's condition,  or  to  permit  her  more  time.  He  invited  her  to  take  more 
time,  but  it  was  she  who  determined  by  her  excitement  how  much  time 
he  had  to  give  her.  In  other  words,  his  only  reaction  to  the  impression 
that  there  was  something  very  much  wrong  with  the  patient,  was  his  offer 
of  more  time.  But  since  nothing  happened  during  the  interview  to  stimulate 
the  patient  to  present  her  problem,  it  was  only  the  attempt  of  the  therapist 
to  terminate  the  interview  after  an  hour  and  a  half  which  pressured  her 
to  open  up.  And  it  was  she,  then,  who  played  the  time  element  by  staring 
and  not  saying  anything.  One  can,  therefore,  say  that  the  time  element 
was  not  utilized  well  on  the  part  of  the  therapist.  He  merely  yielded  to 
the  patient's  request  for  more  time.  How  the  therapist  could  consider 
his  indecisiveness  as  "seductive  interplay"  is  not  quite  clear  to  this  re- 
viewer. One  can  hardly  understand  his  sudden  reference  to  "aroused 
transference  reactions"  and  "the  intensive  catharsis"  which  occurred — in 
his  opinion — in  the  last  hour.  His  report  gives  no  indication  of  either  trans- 
ference or  catharsis.  In  the  described  procedure  it  just  took  so  long  until 
the  patient  could  speak  about  what  she  apparently  came  to  talk  about  in 
the  beginning.  It  took  the  detour  of  a  struggle,  of  pressure  of  time,  of  a 
dramatic  climax,  of  high-pitched  emotions  in  which  the  patient  succeeded 
in  frightening  the  therapist  almost  as  much  as  she  was  frightened.  It  is 
hard  to  see  where  transference  reactions  and  catharsis  came  into  play. 
But  it  seems  obvious  that  the  therapist  began  to  make  headwav  when  he — 
perhaps  against  his  indoctrination — attempted  to  give  an  interpretation 
about  the  patient  disliking  herself.  Then  the  crucial  problem  of  what  she 
was  really  like  came  into  the  open. 


Jerome  D.  Frank  .  .  . 

It  seems  to  me  that  the  therapist  missed  the  point  in  his  description 
of  this  incident.  This  is  an  adolescent  schizopluenic  girl  who  is  probabh- 
full  of  sexual  phantasies  and  very  apt  to  distort  the  therapist's  remarks. 
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expecially  if  they  are  ambiguous,  to  accord  with  these.  She  has  been  con- 
sistently coming  late  to  the  therapist's  office,  suggesting  conflict  about  him. 
On  this  occasion  in  contrast  to  her  previous  behavior  she  comes  on  time, 
and  immediately  indicates  that  she  had  tried  to  reach  him  twice  during 
the  afternoon,  indicating  a  temporary  resolution  of  the  conflict  in  the  di- 
rection of  accepting  her  dependency  on  him.  The  meeting  is  at  5  o'clock 
on  a  Saturday  when  presumably  other  people  will  not  be  in  the  building. 
Under  these  circumstances  the  therapist's  opening  question  as  to  how 
much  time  she  would  like  is  probably  perceived  by  her  as  a  command  that 
she  stay  until  he  lets  her  go.  Her  answering  question  "What  do  you  mean?" 
indicates  some  uneasiness.  She  doesn't  know  how  to  take  it,  and  twice 
she  cannot  tell  him  how  much  time  she  would  like.  Finally,  at  the  end 
of  the  interview  she  says  "I  couldn't  suggest  that  we  stop."  Furthermore, 
it  is  likely  that  the  patient  interpreted  the  therapist's  questions  as  indicat- 
ing that  he  wished  to  hold  her  for  sexual  purposes.  His  suggestion  that 
"We  continue  until  we  both  get  hungry  and  it's  time  to  go  home  for  sup- 
per" could  easily  have  such  a  connotation  to  a  patient  like  this  under  the 
circumstances.  She  talks  about  loneliness  and  feeling  unloved,  which  would 
confirm  this  interpretation. 

Her  behavior  when,  at  seven  o'clock,  the  therapist  suddenly  indicates 
that  he  is  not  listening  to  her,  is  consistent  with  this  view.  The  degree  of 
her  upset  at  his  "rejection"  leads  to  the  surmise  that  she  was  having  amor- 
ous phantasies  about  him,  perhaps  stimulated  by  her  misinterpretation 
of  his  initial  offer.  In  any  case,  her  following  behavior  is  a  dramatic  por- 
trayal of  ambivalent  feelings — leaning  towards  him  and  away  from  him, 
speaking  of  the  t\vo  eyes,  one  mean  and  one  kind,  and  then  rejecting  the 
therapist's  interpretation  about  referring  this  to  herself  and  pointing  out 
that  it  refers  to  other  people's  reactions  to  her,  "They  partly  like  me  and 
partly  don't  like  me."  This  is  probably  how  she  must  have  interpreted 
the  therapist's  behavior.  In  this  connection,  the  therapist's  interpretation 
of  one  eye  being  covered  with  wool,  is,  I  suspect,  a  response  to  his  own 
anxiety,  and  her  ready  assent  is  probably  a  manifestation  of  hers.  In  con- 
text a  more  likely  meaning  of  this  symbolic  remark  is  that  the  therapist 
is  tr)'ing  to  pull  the  wool  over  her  eyes. 

The  following  material  about  incestuous  relations  with  her  father 
in  this  context  is  probably  in  part  her  way  of  expressing  her  conflict  over 
sex  relations  with  the  therapist — something  desirable  and  yet  something 
which  would  cause  her  to  feel  even  more  dirty  and  horrible.  In  view  of 
the  fact  that  the  patient  is  psychotic,  one  would  have  to  keep  in  mind 
the  possibility  that  much  of  this  is  phantasy. 

Had  I  stumbled  into  such  a  predicament,  as  any  therapist  can,  and 
had  I  been  able  to  perceive  it  at  the  time  as  well  as  I  can  in  retrospect, 
[  would  have  handled  it  by  firmly  and  clearly  asserting  the  realities  of  the 
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situation,  especially  with  respect  to  the  meaning  of  my  initial  offer  of  a 
longer  interview. 

This  incident  is  an  excellent  example  of  what  can  happen  when  a 
therapist  fails  to  perceive  a  schizophrenic's  "paratactic  distortions"  of  his 
remarks. 


Viktor  E.  Fkankl  .  .  . 

It  seems  questionable  whether  or  not  we  are  dealing  here  with  a  frank 
psychosis.  What  may  be  the  reason  for  so  believing?  The  interpretations 
of  the  Rorschach?  I  would  never  make  a  diagnosis  of  psychosis  on  the 
basis  of  a  mere  test.  Bizarre  ideas?  They  would  then  have  to  be  bizarre 
in  a  specifically  schizophrenic  sense  and  even  then  it  could  be  a  schizoid 
personality.  Hallucinations?  What  kind?  Acoustical  ones — hearing  voices? 
If  not  that,  they  need  not  be  specifically  schizophrenic.  We  learn  in  this 
case  that  the  apparition  was  not  a  real  hallucination  but  more  or  less  of 
an  illusion  or  an  illusory  distortion  of  visual  impressions  ( the  wallpaper ) . 

Even  the  described  acute  condition  happening  during  the  consulta- 
tion at  the  office  I  would  never  describe  as  psychotic.  It  was  more  like  a 
crisis  within  which  the  patient  realized  in  an  intense  manner  the  failure 
of  her  emotional  and  existential  claims.  I  define  emotional  claims  as  the 
satisfaction  of  the  need  for  love  and  for  being  loved,  and  I  define  existential 
claims  as  the  satisfaction  of  what  we  call  tvill-to-meaning  in  logotherapy, 
that  is  the  thoroughly  primary  ( and  therefore  not  at  all  in  the  sense  of  so- 
called  "secondary  rationalization"! )  desire  of  everybody  to  give  his  life  a 
concrete  and  personal  meaning;  in  other  words,  to  invest  as  many  values 
as  possible  into  one's  existence  in  the  course  of  one's  lifetime. 

The  patient  had  not  felt  life  worth  living.  This  was  made  intensive!)' 
evident  in  the  description.  In  logotherapy  this  condition  has  been  called 
"existential  frustration' — the  tinftdfiUment  of  the  will-to-mcaning — but 
also  "existential  vacuum."  Existence  then  remains  empty  because  life  seems 
to  lack  content.  It  is  clear  this  kind  of  condition  is  eminently  dangerous 
as  far  as  suicide  is  concerned,  and  this  is  illustrated  in  the  present  case. 
j  The  emotional  emptiness  is  shown  in  the  words  in  which  she  describes  her 
j  abysmal  loneliness,  "All  alone  in  the  world."  The  reasons  are  obvious.  She 
felt  herself  "not  wanted"  or  wanted  via  incest,  in  a  wa)'  A^hich  did  not 
fulfill  her  social  norms. 

According  to  logotherapy,  one  of  the  most  essential  tasks  of  psvcho- 
therapy  is  to  get  a  person  to  his  will-to-meaning.  We  have  had  the  frequent 
experience  of  Nietzsche's  statement:  "Whoever  has  a  whif  to  lire  for  will 
be  able  to  endure  any  how."  This  is  the  best  motto  for  psychotherapy: 
visualizing  a  meaning  of  life  enables  a  person,  like  nothing  else  can,  to 
sustain  life  even  under  the  most  distressing  circumstances. 
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In  this  particular  case,  a  lucidation — an  attempt  to  make  transparent 
the  patient's  present  situation — to  show  that  there  is  a  meaning,  at  least 
in  the  future,  waiting  for  her,  to  be  fulfilled  by  her  and  by  her  alone — this 
was  what  alone  could  satisfy  the  patient.  Not  any  meaning  can  do;  it  has 
to  be  "the"  meaning,  one  exclusive  for  the  patient. 

Analysis  of  existence — logotherapy — is  required  in  such  cases  to  prevent 
suicide  attempts.  In  psychotherapy  it  is  not  only  essential  to  understand 
and  forgive  everything,  but  it  also  appears  decisive  to  me  that  the  patient 
be  directed  toward  the  concrete  meaning  of  his  personal  existence — that 
the  patient  be  reoriented  with  regard  to  his  personal  world  of  meaning 
and  value.  A  psychotherapy  that  merely  restricts  itself  to  interpretations 
of  the  patient's  reactions  ("the  therapist  interpreted  the  client's  hallu- 
cinatory thoughts"),  or  "merely  reflects  ideas,"  or  solely  deals  with  trans- 
formations of  psychic  energy  or  libidinous  forces — a  therapy  of  this  type 
misinterprets  the  essence  of  human  beings — who  are  primarily  concerned 
with  meaning  and  value!  This  kind  of  psychotherapy  adheres  to  a  monado- 
logistic  concept  of  man,  as  I  call  it — as  if  a  human  being  could  be  equated 
to  a  monad,  as  the  great  philosopher  Leibniz  has  labeled  something  like 
spiritual  atoms.  That  is  to  say,  beings  without  communication  to  the  world 
outside,  or  as  Leibniz  said,  "without  windows  to  the  world."  This  monado- 
logistic  image  of  man,  I  believe,  is  one  of  the  inherent  dangers  of  one- 
sided, exclusively  psychodynamically-  and  psychogenetically-oriented  psy- 
chotherapy. 

Something  may  be  said  concerning  the  diagnosis  of  suicide  since  it 
is  important  to  recognize  the  danger  of  imminent  suicide  and  to  difiFer- 
entiate  between  dissimulation  and  true  suicidal  intentions.  For  this  pur- 
pose a  method,  proved  successful  by  myself  and  my  colleagues,  which  I 
developed  during  many  years  as  chief  of  a  "suicide  ward"  in  one  of  the 
largest  European  mental  hospitals,  may  be  explained.  I  ask  the  patient 
two  questions.  The  first:  "Do  you  still  want  to  commit  suicide?"  The  pa- 
tient trying  to  dissimulate  still  existing  suicide-ideas,  as  well  as  one  who 
really  has  no  such  intention  will,  of  course,  answer  "No"  to  this  question. 
But  then,  as  brutal  as  it  may  sound,  I  ask  the  patient  a  second  question: 
"Why  don't  you  want  to  kill  yourself  any  longer?" 

Again  and  again  the  patients  who  have  really  given  up  such  ideas  give 
immediately  a  variety  of  reasons  for  giving  up  suicide.  For  example:  he 
has  to  consider  his  family;  or  he  has  to  fulfill  a  job;  or  for  reasons  of  religion; 
and  so  forth.  On  the  other  hand,  the  patient  who  tries  to  dissimulate  in- 
stantly becomes  hesitant  in  a  typical  manner  as  soon  as  he  is  asked  this 
"Why"  question.  He  shows  restlessness,  cannot  give  any  concrete  answers, 
usually  explaining,  "You  can  believe  me  that  I  no  longer  have  any  such 
intentions."  He  may  add  then:  "Now  you  can  discharge  me  from  the  hos- 
pital." 
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Reorientation  f)f  a  patient  towards  meaning  and  value  is  the  only  way 
to  overcome  emotional  difficnlties,  all  the;  more  as  thc;se  difficulties  (jften 
invade  nothing  hut  an  cxislenlkil  vacuutn.  CJomplexes,  per  se,  (;m(;tional 
conflicts,  and  psychological  traumata  are  barely  pathogf.'nic.  That  this  is 
even  true  in  comparatively  severe  traumata  as  in  this  case  of  incest,  I  saw 
in  another  case  of  an  18  year  old  female  who  came  to  me  because  of 
frigidity.  She  told  me  she  had  been  sexually  abused  by  her  father  at  the 
age  of  eleven.  I  was  not  impressed  by  this  explanation  and  continued  to 
ask  questions  with  the  result  that  I  learned  that  the  patient  for  many  years 
had  been  reading  vulgar  psychoanalytic  literature.  From  these  readings 
she  had  become  convinced  that  something  would  occur  in  later  years  in 
the  form  of  a  severe  neurosis  because  of  her  incest  experience.  In  other 
words,  she  became  convinced  she  had  to  become  a  sexual  neurotic.  In  any 
case  she  achieved  an  "anticipatory  anxiety"  which  interfered  with  her 
capacity  for  orgasm  during  intercourse;  she  was  not  devoting  herself  to 
her  partner  because  she  was  too  concerned  with  observing  herself. 

A  thorough  talk  about  this  anticipatory  anxiety  mechanism  and  the 
resulting  compulsion  to  self-observation  or  "hyperreflection"  as  we  call  it 
in  logotherapy,  finally  resulted  in  "de-reflection."  Just  as  an  orientation 
to  the  meaning  of  one's  life  enables  him  to  overcome  existential  difficulties, 
so  also  a  loving  dedication  for  the  partner  lets  him  overcome  emotional 
difficulties. 

Finally,  coming  to  the  question  of  how  this  patient's  critical  break- 
down— emotional  and  existential — occurred,  it  seems  it  happened  as  soon 
as  the  treating  psychologist  made  it  clear  his  time  was  limited.  I  believe  the 
patient  was  in  a  situation  in  which  she  had  to  give  an  account  of  her  life. 
And  the  failure  of  it  might  have  been  expressed  by  what  is  called  a  "state- 
ment suicide."  It  was  because  of  this  "statement-mood"  that  she  wished 
to  consult  the  psychotherapist  this  very  day.  In  making  this  final  statement 
she  wanted  to  confide  herself  to  him.  Then  she  realized  that  this  desire 
might  not  be  fulfilled  because  of  the  external  reason  of  lack  of  time.  This 
intensified  the  crisis  to  such  a  degree  that  the  patient  felt,  "Now,  I  do  not 
care  at  all."  Luckily,  this  deepening  of  her  crisis  led  her  to  talk  as  she  never 
had  before.  In  other  words,  as  happens  often,  an  acute  intensification  of 
a  chronic  crisis  may  immediately  lead  to  a  reversal  of  the  crisis  trend  into 
the  first  phase  of  cure. 

As  far  as  the  psychotherapist  is  concerned,  he  acted  properlv — what 
happened  could  not  have  been  anticipated  at  the  beginning  of  the  con- 
sultation period.  The  only  mistake  he  could  possibly  ha\'e  committed  was 
to  have  had  no  time  even  under  the  changed  conditions.  But,  fortimately, 
he  did  not  make  this  error.  He  thereby  acted  according  to  a  statement 
applicable  to  psychotherapists  in  moments  as  important  as  described  in 
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this  case.  The  statement  is  taken  from  a  common  caution  of  Tyrolean 
mountain  guides:  "Take  your  time." 


Fay  Karpf  .  .  . 

It  is  unfortunate  that  the  History  in  this  reported  critical  incident  does 
not  state  whether  the  psychiatrist  did  or  did  not  confirm,  on  the  basis  of 
his  clinical  evaluation  of  the  patient,  the  psychologist's  diagnosis  of  para- 
noid schizophrenia  made  on  the  basis  of  the  Rorschach  test.  Accordingly, 
it  is  difficult  to  estimate  how  seriously  disturbed  the  patient  or  client  was. 
But  inasmuch  as  Joan  did  apparently,  according  to  the  report,  manifest 
hallucinative  behavior  and  bizarre  ideas,  so  that  the  therapist  felt  the  need 
of  arranging  for  a  joint  interview  and  continuing  consultation  with  a 
psychiatrist,  one  might  assume  that  the  patient  presented  at  least  mild 
psychotic  symptoms. 

One  wonders,  therefore,  why  the  patient  was  not  turned  over  for  psy- 
chiatric treatment  rather  than  continued  in  psychotherapy.  One  also  won- 
ders why  she  was  permitted  to  leave  for  a  month  and  a  half  of  summer 
vacation  after  only  eight  interviews  without  arranging  for  continued  ther- 
apy, and  why,  furthermore,  no  arrangements  were  made  for  additional 
treatment  when  she  left  to  go  to  another  university  after  only  five  more 
interviews.  In  view  of  this  seemingly  questionable  handling  of  the  case, 
the  critical  incident  described  cannot  exactly  be  regarded  as  a  bolt  out  of 
the  blue. 

There  are  other  questions  regarding  the  early  handling  of  the  case: 

What  were  the  recommendations  for  treatment  by  the  psychiatrist  and 
to  what  extent  were  they  followed  and  realized? 

What  was  the  theoretical  orientation  of  the  consulting  psychiatrist? 
Was  there  a  conflict  between  his  view  and  the  client-centered  therapy 
approach? 

Why  was  Joan's  consistent  late-coming  not  handled  at  the  outset  and 
more  definite  treatment  limits  established  for  her?  The  time  factor  is  im- 
portant in  all  therapy  and  in  this  case  seems  to  have  been  disregarded 
altogether.  Even  if  the  therapist  wished  to  modify  his  usual  procedure  in 
this  case  because  of  the  supposedly  disturbed  condition  of  the  patient, 
some  professional  structuring  of  the  situation  could  have  been  established, 
since  the  patient  was  apparently  responsible  enough  to  be  able  to  continue 
with  her  university  work. 

At  the  time  of  the  critical  incident,  for  example,  Joan  is  asked  whether 
or  not  she  would  like  a  longer  interview  period.  She  replies  in  the  affirma- 
tive but  fails  to  answer  the  question,  "Well,  how  much  time  would  you 
like?"  The  therapist  thereupon  says,  "Suppose  we  continue  until  we  both 
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get  hungry  and  it's  time  to  go  home  for  supper."  We  are  of  course  told 
that  the  client  said  she  was  "quite  disturbed"  and  the  therapist  reacted 
"to  her  apparent  degree  of  disturbance  and  the  inaccessibihty  of  the  clinic 
to  her  new  residence  at  the  university."  However,  the  therapist  not  only 
failed  to  maintain  professional  limits,  but  he  practically  turned  the  thera- 
peutic situation  into  a  sort  of  informal  social  contact  without  any  assumed 
responsibility  for  termination  or  goal  to  be  achieved.  The  informality  of 
the  situation  may  well  have  been  a  contributing  factor  in  precipitating  the 
critical  incident.  As  the  client  herself  said  toward  the  end  of  the  inter- 
view, she  had  no  more  to  say,  "But  I  couldn't  tell  you.  I  couldn't  suggest 
that  we  stop." 

Throughout  the  interview  the  therapist  was  indecisive:  about  time, 
about  his  watch,  about  termination,  about  the  patient's  disturbed  state. 
All  of  this  placed  too  heavy  a  burden  on  the  client  for  management  of 
herself  in  the  confused  therapeutic  situation. 

Twice  the  therapist  told  the  patient  that  he  was  getting  weak  from 
hunger:  the  first  time  when  the  patient  was  not  ready  to  terminate  the 
interview,  so  she  disregarded  his  statement  and  the  psychotic  episode 
followed — perhaps  as  a  device  to  hold  the  attention  of  the  therapist  and 
to  prevent  termination  of  the  interview;  the  second  time  when  she  was 
more  ready  to  end,  so  she  admitted  that  she  too  was  hungry,  had  a  head- 
ache, was  "just  all  worn  out,"  and  didn't  have  much  more  to  say  that 
day.  However,  she  took  occasion  to  rebuke  the  therapist  at  this  point  by 
making  the  statement  that  she  couldn't  tell  him  this  or  suggest  that  they 
stop.  The  therapist  states  that  "it  developed  that  she  was  afraid  that  that 
would  be  rejecting  me."  But,  more  likely,  she  was  really  telling  him  that 
he  was  not  in  control  of  the  situation.  For  we  practically  have  a  reversal 
of  patient-therapist  roles  at  this  point,  and  all  one  can  say  is  that,  since 
the  therapist  failed  to  take  firm  hold  of  the  reins,  the  horse  wandered  off 
according  to  her  own  inscrutable  inclinations. 

The  therapist  had  admitted  to  the  patient  that  he  was  puzzled  by  her 
behavior  and  did  not  understand  what  was  happening  to  her.  That  failed 
to  give  her  the  emotional  support  and  confidence  in  the  therapist  wliich 
she  needed  at  this  critical  point.  Although  she  superficially  accepted  the 
suggested  interpretations  in  terms  of  self  and  relationships,  she  proceeded 
to  bring  forth  material  which  was  probably  more  in  line  with  her  need 
and  understanding  of  the  moment — and  perhaps  also  with  her  reading  or 
indoctrination. 

Another  possibility  is,  of  course,  that  it  was  precisely  the  informal, 
drawn  out,  wholly  unstiuctured  and  indecisive  procedure  which  enabled 
the  patient  to  bring  forth  the  searching  material  of  the  critical  incident, 
whether  actual  or  fancied.  One  is  at  a  decided  disadvantage  here  in  not 
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having  more  information  about  the  actuahties  of  the  patient's  life  and  also 
about  the  nature  of  her  preceding  relationship  to  the  therapist. 

It  is  commendable  that  the  therapist  himself  raises  questions  about  the 
possibility  that  the  indecisiveness  of  his  procedure  may  have  helped  to 
precipitate  the  patient's  psychotic  episode.  This  is  the  result  of  the  sort 
of  retrospective  insight  which  self-critical  therapists  frequently  develop 
and  is  the  process  by  which  progress  in  the  field  of  therapy  is  made.  In  the 
view  of  this  commentator,  the  theoretical  interpretation  of  what  trans- 
pired, about  which  the  therapist  also  raises  questions,  is  probably  less 
important  than  the  points  raised  regarding  the  management  of  the  thera- 
peutic situation  and  the  patient-therapist  relationship.  While  the  inter- 
pretation used  was  suggestive  and  may  have  led  the  patient  on,  it  was 
well  directed  to  the  realistic  implications  of  what  was  transpiring  and  was, 
on  the  whole,  readily  accepted  by  the  patient. 


O.    HOBART    MOWRER    ... 

If  by  "schizophrenia"  one  means  a  split  or  divided  personality,  then 
Joan's  case  is  a  classic  one.  The  lamb's  two  eyes,  the  one  "mean"  and  the 
other  "kind,"  represent  her  two  selves,  the  two  contending  psychic  sys- 
tems within  the  one  body.  And  much  of  the  dramatic  quality  of  the  inci- 
dent here  reported  stems  from  the  fact  that  it  involves  a  struggle  between 
these  two  selves  for  control  of  behavior  in  the  interview  situation.  The 
conduct  of  the  therapist  is  considerate,  generous,  kindly,  and  might  bring 
forth  either  of  the  competing  trends:  seduction  or  confession. 

The  pressure  toward  confession  is  unmistakable,  since  it  results  in 
manifest  action.  The  seduction  trend  is  more  inferential.  Joan  begins  the 
interview  by  describing  her  loneliness  and  the  fact  that  no  one  loves  her. 
Suppose  that,  at  this  juncture,  the  therapist  had  made  some  physical 
advance  toward  her:  the  ensuing  events  might  have  been  very  diflFerent. 
After  all,  this  would  not  have  been  the  first  time  that  Joan  had  seduced  an 
authority  figure;  and  the  gains  from  the  original  conquest  of  her  father 
must  have  been  substantial.  Imagine  the  power  and  control  it  gave  her  over 
her  father:  she  had  only  to  whisper  a  few  simple  words  to  destroy  him  any 
time  she  chose.  But  the  present  father  figure  is  stronger  and  supports  the 
competing  drive  toward  confession. 

The  immediate  gains  from  the  confession  are  apparent:  "she  sat  down 
and  relaxed."  She  was  no  longer  hallucinated  and  could  again  face  the 
therapist.  This  was  undoubtedly  a  momentous  step  for  Joan;  but  it  was 
a  beginning  rather  than  an  end.  She  cannot  consolidate  her  confession  by 
extending  it  to  the  more  significant  "others"  in  her  life  without  damaging 
her  father.  Conceivably  she  might  be  able  to  bring  him,  too,  to  a  confes- 
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sion  of  his  role  in  the  incestuous  relationship;  but  this  would,  in  any  case, 
involve  time  and  complications.  Furtherm(;re,  even  if  the  affair  were  fully 
ventilated,  it  is  still  a  rjuestion  as  to  how  far  confession  alone  would  carry 
Joan  toward  a  restoration  of  self-respect  and  inner  peace.  In  general, 
psychotherapists  have  not  as  yet  given  much  attention  t(j  programs  of 
positive  action  which  might  counter-balance  misdeeds.  Confession  may 
be  a  powerful  safeguard  against  their  repetition,  but  tlie  acknowledgment 
of  evil  is  only  a  prologue  to  virtue.  After  tliis  her(;ic  start,  one  can  only 
hope  that  Joan  and  her  therapist  were  able  to  move  forward  together 
as  constructively  as  they  have  begun. 

Although  Freud  himself  took  a  somewhat  more  temperate  positifjn, 
many  of  his  followers  have  adopted  the  working  assumption  that  the  only 
kind  of  guilt  that  makes  human  beings  ill  is  false  guilt,  that  is,  guilt  and 
self-recrimination  caused  by  an  excessively  severe  superego.  And  the 
therapeutic  emphasis  was,  accordingly,  upon  trying  to  get  the  patient  to 
be  more  accepting  of  himself,  as  he  is,  rather  than  upon  helping  him  change 
and  become  more  truly  acceptable.  Evidence  seems  to  be  steadily  mount- 
ing that  the  misdeeds  of  neurotic  and  psychotic  persons  are,  alas,  not 
imaginary,  but  real  and  that  we  are  going  to  have  to  rethink  our  position 
in  these  matters. 

At  times  Freud  himself  seems  to  be  on  the  verge  of  suggesting  a  differ- 
ent way  of  interpreting  psychopathology.  For  example,  in  the  New  Intro- 
ductory  Lectures  on  Fsijchoanalysis,-  we  find  him  saying: 

Thev  [the  insane]  have  turned  awav  from  external  realitv,  but  for  that  very 
reason  thev  know  more  of  internal  psychic  realitv  and  can  tell  us  much  that  would 
otherwise  be  inaccessible  to  us.  One  group  of  them  suffer  what  we  call  delusions 
of  observation.  They  complain  to  us  that  thev  suffer  continually,  and  in  their 
most  intimate  actions,  from  the  observation  of  unknown  powers  or  persons,  and 
they  have  hallucinations  in  which  thev  hear  these  persons  announcing  the  re- 
sults of  their  observations:  "now  he  is  going  to  say  this,  now  he  is  dressing  him- 
self to  go  out,"  and  so  on.  Such  observation  is  not  the  same  thing  as  persecution, 
but  it  is  not  far  removed  from  it.  It  implies  that  these  persons  distrust  the  patient, 
and  expect  to  catch  him  doing  something  that  is  forbidden  and  for  w hith  he  will 
be  punished.  How  would  it  be  if  these  mad  people  were  right,  if  we  all  of  us  had 
an  observing  function  in  our  egos  threatening  us  with  punishment  which,  in  their 
case,  had  merely  become  sharply  separated  from  the  ego  and  had  been  mis- 
takenly projected  into  external  reality? 

The  only  issue  here  is  whether  the  superego  is  usually  valid  or  spurious. 
Sometimes,  to  be  sure,  the  things  of  which  disturbed  persons  accuse  them- 
selves are  either  trivial  or  untrue.  Joan's  self-accusation  was  b)-  no  means 
trivial,  and  it  seems  not  to  have  occurred  to  her  therapist  to  question  its 
veracity.  But  can  one  generalize?  Are  there  always  such  good  groimds  for 

2  Sigmund  Freud,  ISlew  Introductory  Lectures  on  Psyclwanahjsis   (New  York: 
W.  W.  Norton,  1933),  p.  85. 
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the  fulminations  of  conscience?  Compulsive  scrupulosity  seems,  upon  care- 
ful inquiiy,  to  be  regularly  motivated  by  deeper,  unacknowledged  guilt;^ 
and  where  self-accusations  are  manifestly  false,  they  often  turn  out  to  be 
false  in  content  only  and  to  represent  disguised  or  "displaced"  versions  of 
real  transgressions. 

In  dealing  with  a  divided,  parted  personality,  it  often  seems  helpful 
for  a  therapist  to  recognize  that  there  are  two  (or  more)  "you's."  This  is 
well  illustrated  when  the  therapist  in  the  present  case  says:  ".  .  .  in  part 
you  like  yourself,  in  part  you  don't  like  yourself."  He  might  equally  have 
said,  "You  feel  that  a  part  of  you  is  good,  a  part  bad."  Also,  in  respect  to 
technique  and  attitude,  it  is  noteworthy  that  the  therapist  is  willing  to  give 
of  himself.  He  is  willing  to  give  his  time,  to  miss  a  meal,  and,  in  the  end, 
to  suffer  with  the  patient  in  her  attempt  to  be  whole.  The  extent  to  which 
this  kind  of  involvement  and  sacrifice  are  a  necessary  aspect  of  the  thera- 
peutic act  is  something  that  deserves  more  attention  than  we  have  pre- 
viously given  to  it. 


Ruth  Munroe  ... 

The  therapist's  handling  of  this  situation  seems  very  good.  Presumably 
he  ( she? )  gave  the  patient  more  reassurance  than  he  reports  and  arranged 
for  further  contact — even  the  next  day  ( Sunday )  if  she  wanted  it. 

Slavish  adherence  to  the  rules  of  any  therapy  is  poor  policy  in  a  crisis, 
especially  with  potential  psychotics.  Probably  the  more  direct  humanity 
of  the  therapist  was  as  important  here  as  his  acute  interpretation  in  saving 
the  girl  from  a  serious  psychotic  break.  "Reality"  for  such  patients  does 
not  go  by  the  clock  so  much  as  by  the  quality  of  the  interpersonal  relation- 
ship. 

Probably  the  stress  of  her  first  week  at  the  university  was  the  precipita- 
ting cause  of  the  acute  disturbance.  It  would  be  helpful  to  know  which 
aspects  of  the  new  adaptation  were  most  difficult.  Also  one  would  like 
to  know  what  led  up  to  the  earlier  psychotic  break  during  the  sixth  inter- 
view. One  cannot  hope  to  "cure"  such  patients  in  brief  psychotherapy, 
but  perhaps  one  may  hope  to  reinforce  ego  defenses  in  depth  through  the 
discovery  and  handling  with  the  patient  of  areas  of  special  vulnerability. 

Disclosure  of  the  incestuous  relationship  was  certainly  very  important, 
but  we  are  left  to  guess  at  its  role  in  the  dynamic  structure  of  the  patient's 
pathology.  It  cannot  have  been  the  sole  determinant. 

I  like  this  therapist's  handling  of  the  acute  situation  better  than  the 
intimations  he  gives  of  an  earlier  client-centered  approach.  This  approach 

3  J.  W.  Stafford,  "Psychology  and  Moral  Problems,"  Homiletic  and  Pastoral  Re- 
view, II  ( 1950),  pp.  118-24. 
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has  not  seemed  to  me  suitable  for  border-line  psychotics.  They  ean  remain 
indifferent,  but  easily  project  their  own  attitudes.  The  therapist  becomes 
"seductive"  and/or  "rejecting"  out  of  all  proportion  to  his  actual  behavior. 
I  think  he  must  be  fairly  active. 

In  cases  of  borderline  paranoid  schiz(;phrenia — perhaps  in  this  case 
before  (not  during)  the  acute  episode  reported — "intellectualizing"  tech- 
niques seem  appropriate.  The  therapist  must  be  careful  ( 1 )  to  give  as 
httle  handle  as  possible  for  paranoid  elaboration,  and  (2)  to  check  actively 
on  any  paranoid  intimations  whatsoever.  The  spirit  shcjuld  not  be  one  of 
cross  examination  but  of  simple  inquiry.  "Can  you  tell  me  more  exactly 
what  you  thought  I  said?"  Then — "I  must  have  been  unclear  .  .  ."  with  the 
request  for  immediate  repetition  by  the  patient  of  a  new  explanation.  One 
may  remark  that  this  is  the  kind  of  comment  patients  often  misunderstand, 
and  so  forth.  The  therapist  should  try  to  save  the  patient's  face  in  such 
situations  (reinforce  and  correct  confidence  in  his  ego  judgments) — up  to 
the  point  at  which  he  feels  it  safe  to  make  the  paranoid  trend  itself  a  focus 
of  interpretation.  For  this  pui-pose  I  think  that  new  material  should  be 
used.  In  fact  the  patient's  introduction  of  past  instances  at  this  time  are 
best  met  with  the  statement:  "Maybe  you're  right.  Those  were  early  days." 
Relapses  are  likely,  so  one  must  avoid  allowing  the  patient  to  develop  the 
formulation:  "You  think  I'm  paranoid  so  you  don't  believe  anything  I 
say."  Even  if  the  trend  is  in  fact  rather  generalized,  the  patient  sees  it 
better  and  with  less  totalistic  ego  resistance  if  it  is  brought  out  in  limited 
situations.  "You  seem  sometimes  to  turn  what  I  say  against  yourself." 
"You  seem  to  think  'whosit'  doesn't  hke  you  [or  is  against  you — ^however 
the  patient  has  phrased  it].  Any  others  who  don't?  Can  we  see  what  kinds 
of  people  you  think  don't  like  you?  Maybe  you're  right,  but  maybe  you're 
especially  sensitive  in  some  ways — and  after  all,  we  can't  expect  e\ery- 
body  to  like  us." 

This  relatively  direct  approach  to  the  paranoid  trend  should  be  inci- 
dental to  more  general  use  of  the  "intellectualizing"  technique.  This  case 
would  probably  have  less  spontaneous  interest  in  other  people's  problems 
and  theoretical  concepts  than  the  case  in  Chapter  23,  but  surely  some  of 
her  remarks  about  her  own  feelings  could  be  used  to  concretize  the  point 
that  other  people  have  such  feelings  too,  that  they  often  start  in  difficult 
situations  in  childhood,  that  childi-en  often  feel  unwanted,  no  good  (what- 
ever words  the  patient  has  used )  because  .  .  .  continuing  with  generaliza- 
tions reasonably  close  to  the  probable  constellation  of  the  patient's  past. 
Such  procedure  might  have  elicited  information  about  tlie  traumatic  in- 
cestuous experience  earlier  under  conditions  of  greater  ego  control. 

The  main  point,  however,  is  building  up  a  better  perspecti\'e  toward 
"reahty,"  past  and  present,  tlirough  transference  to  and  participation  in 
the  therapeutic  ego.  Reflecting  tlie  patient's  ideas,  placing  reaht)-  limits 
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only  on  the  immediate  therapeutic  situation,  leaves  the  borderline  psy- 
chotic patient  with  too  little  general  ego  support  against  impulses  which 
are  all  too  ready  to  come  to  the  surface  and  take  over.  The  potent  tools 
of  the  client-centered  approach  should  be  used  with  special  care  to  keep 
vividly  emerging  insights  closely  related  to  reality  judgments  and  social 
adaptation.  The  inadequate  ego  structure  of  these  patients  seems  to  re- 
quire a  measure  of  education,  not  by  lecture,  but  by  direct  connecting  up 
of  impulse  and  judgment  through  the  solid  reality  of  the  therapist. 


E.  H.  Porter  .  .  . 

Every  so  often  it  is  fun  to  conjecture  about  what  factor  or  factors  "pre- 
cipitated" a  particular  bit  of  behavior,  and  I'm  not  above  having  a  bit  of 
fun. 

The  way  I  would  see  this  situation  is  that  Joan  is  under  sufficient  stress 
that  she  nearly  arrives  on  time.  This  would,  in,  of,  and  by  itself,  appear  to 
be  a  step  in  the  direction  of  accepting  responsibility  for  herself  and  accept- 
ing the  therapeutic  hour  as  an  opportunity  to  be  used  rather  than  a  situa- 
tion to  be  fought  and  avoided. 

At  this  point  she  is  offered  more  time.  This  is  the  first  occasion  such 
an  offer  has  been  made.  Where,  before,  the  therapist  has  acted  out  the 
implication,  "The  50  minutes  I  set  aside  is  yours,  use  it  as  you  will,  but 
that  is  all  the  time  I  can  give,"  now  he  makes  an  offer  that  has  no  clear 
time  limit.  "What  can  be  in  his  mind?  It's  after  5:00  o'clock  now.  And  on 
a  Saturday.  Will  he  act  the  same  way  too?  God!  How  depressed  can  a 
person  feel?" 

But  nothing  irregular  happens.  There  may  be  hope  here.  "Why  is  he 
asking  me  about  the  time?  Just  what  does  he  want?  Now  he's  suggesting  it's 
time  to  stop  talking — and  start  what?  He  sees  how  frightened  I  am.  Even 
though  I  agree  with  what  he  says,  my  fear  is  not  of  his  rejecting  me;  my 
fear  is  that  if  I  simply  just  walk  out,  it  might  alienate  him,  and  I  don't 
dare  stay  and  be  'dirty,  no  good,  and  horrible'  again." 

This  mixture  of  unthought  feelings  are  well  calculated  to  find  such 
symbolic  expression  as  a  lamb  with  one  baleful  eye  and  the  other  with 
"the  wool  pulled  over  it,"  and  the  faces  saying,  "Keep  your  mouth  shut!" 

So  much  for  the  fun  on  conjecturing  as  to  whether  or  not  the  therapist's 
behavior  was  seductive.  One  can  make  a  good  case  for  it. 

To  me,  the  significant  aspect  of  this  case  is  that  the  therapist  has,  from 
the  first,  set  a  climate  in  which  he  has  acted  out,  again  and  again,  a  respect 
for  the  client.  He  had  demonstrated,  repeatedly,  an  effort  to  understand 
rather  than  an  effort  to  moralize  or  control.  He  has  apparently  felt  sufficient 
self-confidence  in  his  modus  operandi  to  be  able  to  part  from  a  strict  ad- 
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herence  to  it.  I  feci  strongly  that  it  was  the  impact  of  the  previous  hours 
that  made  it  possible  for  this  yonng  woman  to  stay  in  the  "field"  of  facing 
her  feelings  rather  than  breaking  oS  contact  with  the  therapist.  This  event 
was  therapeutic,  but  so  were  the  thirteen  previous  hours.  VVc  woijld  be 
mistaken  if  we  presumed  that  this  meeting  was  tfie  one  in  which  the  ther- 
apy occurred.  We  might  be  cjuite  correct,  however,  in  saying  that  this  was 
the  meeting  in  which  a  lot  of  growth  was  demonstrated. 

I  should  stop  at  this  point,  but  I  can't  help  wondering  what  the  thera- 
pist learned  from  this  dramatic  hour.  What  perceptual-emotional  reorgani- 
zations did  he  or  she  undergo?  At  least  one,  I  think.  To  explore  in  this  area 
we  must  now  forget  what  the  therapist  says  about  the  client  and  look  at 
how  he  says  what  he  has  to  say. 

Let  us  look  at  the  Discussion  section.  The  therapist  asks  "Did  the 
indecisiveness  [italics  mine]  of  the  therapist  lead  .  .  ."  The  therapist  could 
not  have  been  more  decisive  in  acting  out  his  willingness  to  give  completely 
of  his  time.  He  can  be  using  the  term  indecision  here  only  in  the  sense  of 
inconsistency  with  prescribed  behavior.  This  is  Fact  One.  The  therapist 
has  conceptualized  his  behavior  as  inconsistent  with  what  others  (pre- 
sumably the  others  here  are  Carl  Rogers )  say  you  should  do.  ( But  if  I 
know  Carl  Rogers,  he  is  not  about  to  say  what  anyone  should  do — except 
to  be  as  aware  as  one  can  about  what  one  does,  evaluate  the  eflPects  of 
what  one  does  as  deeply  as  one  can,  and  seek  to  follow  only  what  one  can 
learn  for  oneself. ) 

Next  we  see  that  the  therapist  asks,  "Would  a  firm,  initial  definition 
of  the  limits  [italics  mine]  by  the  therapist  have  cut  ofiF  the  possibilit)'  of 
the  intensive  catharsis  which  occurred  during  the  last  hour?"  It  is  only  in 
retrospect  that  the  therapist  can  conceive  of  a  firm,  initial  definition  of  the 
limits.  If  he  or  she  had  not  felt  at  the  moment  like  giving  as  much  time  as 
was  wanted,  but  had  "proceeded  as  usual"  or  had  deliberately  chosen  to 
maintain  the  previously  established  limits,  I  feel  most  certain  that  the 
therapist  would  not  have  felt  it  at  all  necessary  to  initiate  the  inter\'iew 
with  a  definition  of  the  limits  in  firin  terms.  The  therapist's  expression  here 
suggests  to  me  that  he  is  conceptually  setting  aside  the  possibility  that 
proceeding  as  usual  could  have  resulted  in  anything  else  but  a  failure  for 
the  intensive  catharsis  to  have  appeared.  His  very  use  of  the  term  intensive 
catharsis  further  suggests  that  he  feels  that  a  catharsis  is  a  therapeutic 
achievement,  that  somehow  it  is  a  step  in  therapy,  it  is  a  thing  to  produce, 
it  does  good.  ( I,  on  the  other  hand,  would  conceptualize  such  a  catharsis 
as  evidence  that  the  hours  proceeding  this  one  had  created  a  climate  which 
had  literally  taught  the  client  a  sufficient  degree  of  security  and  freedom — 
that  letting  go  was  possible.  The  therapy,  or  perceptual  reorganization, 
was  before  this  point,  not  at  this  point.)  This  is  Fact  Two:  the  therapist 
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connects  an  apparently  beneficial  outcome  with  a  deviation  from  pre- 
scription. 

I  think  the  therapist  achieved  a  certain  degree  of  independence  from  a 
presumed  prescribed  therapeutic  procedure  as  a  result  of  this  incident. 
To  my  way  of  thinking,  this  is  good.  Maybe  the  therapist  has  learned  to 
act  a  little  less  like  he  thinks  Rogers  acts  and  more  like  he  thinks  he  ought 
to  act  for  himself.  ( For  those  who  conceptualize  client-centered  therapy 
as  a  parcel  of  techniques,  a  prescribed  way  of  acting,  this  I  hope,  will  come 
as  a  shock,  a  revelation,  and  a  breath  of  fresh  air! ) 

At  this  point,  I'm  quite  sure  I  should  stop.  (If  this  doesn't  appear  in 
print,  I  shall  understand  the  editors'  admonition  to  be  brief.)  However, 
this  seems  like  such  an  opportune  time  to  talk  about  the  difference  be- 
tween an  interpretation  and  a  reflection.  The  difference  is  not  in  what 
the  therapist  says.  The  difference  is  in  the  therapist's  purpose  when  he 
says  it. 

When  the  therapist  utters  some  words  which  are  a  construing  of  what 
the  client  or  patient  has  expressed  and  it  is  the  therapist's  purpose  to  be 
asking  of  the  client  or  patient  whether  or  not  the  construction  put  on  the 
client's  expression  was  the  meaning  intended — that's  a  reflection. 

When  the  therapist  utters  some  words  which  are  a  construing  of  what 
the  client  or  patient  has  expressed  and  it  is  the  therapist's  purpose  to  be 
informing  the  patient  what  meaning  his  expression  holds  regardless  of  his, 
the  patient's,  intended  meaning — that's  an  interpretation. 

Quarrel  with  me,  if  you  will,  on  these  uses  of  the  terms  (reflection, 
interpretation)  but  don't  quarrel  with  the  distinction  I  try  to  make  in 
using  them. 

I  get  the  impression  that  this  therapist — when  he  relates  what  he  said 
to  the  patient — was  trying  to  catch  her  meaning,  but  later — when  he  labels 
the  type  of  thing  he  said,  that  is,  "The  therapist  interpreted  [italics  mine] 
the  client's  .  .  ." — he  is  evidencing  his  freedom  from  the  client-centered 
"prescription."  My  conviction  is  increased  as  he  goes  on  to  say,  "What 
would  have  been  the  effect  of  merely  [italics  mine]  reflecting  the  ideas 
she  was  verbalizing."  Obviously,  in  the  e)'es  of  the  therapist  "reflecting" 
would  have  been  only  a  mere  response,  hardly  adequate  to  the  occasion. 

Just  as  clients  and  patients  are,  therapists  are  buffeted  about  by  what 
their  experiences  with  others  teach  them  about  the  true  nature  of  realit\'. 

I  would  ask  one  question  here.  How  do  we,  on  whom  others  count  sO' 
heavily,  keep  from  fooling  ourselves?  ^ 

Carl  Rogers  .  .  . 

By  and  large,  I  like  the  way  in  which  the  therapist  handled  this  deeply 
moving  and  dramatic  incident  in  the  therapy  of  this  young  woman.  I 
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think  I  know  the  reason  why  1  respond  favorably  to  it.  It  is  because  tlie 
therapist  seems  to  liave  respect  for  his  own  feelings  thr(jiig}ioiit  thf;  coiarsc 
of  the  incidt^nt.  I  am  pleasantly  surprised  that  he  was  able  to  maintain 
this  respect  for  his  own  feelings  even  though  he  was  having  consultation 
with  a  psychiatrist  throughout  this  period.  It  has  b(;en  my  (;xperience  that 
unless  the  supervisor  handles  the  relationship  with  the  therapist  very 
therapeutically,  supervision  can  lead  to  the  counselor  trying  to  behave  in 
the  way  that  he  believes  someone  else  wants  him  to  behave.  He  becomes 
more  supportive  if  the  supervisor  feels  this  should  be  done,  or  he  becomes 
more  interpretative  or  more  acceptant  or  whatever.  This,  in  my  experience, 
is  fatal  to  successful  therapy.  It  is  only  if  the  therapist  is  transparently  true 
to  his  own  feelings  in  himself  and  about  himself  that  the  really  critical 
points  in  therapy  can  be  successfully  lived  through. 

I  would  like  to  say  a  further  word  of  explanation  as  to  what  I  mean 
when  I  state  that  the  therapist  seemed  to  respect  his  own  feelings.  It  ap- 
pears evident  that  he  felt  genuinely  willing  to  give  the  extra  appointment 
and  genuinely  willing  for  it  to  be  longer  than  usual.  He  seems,  however,  to 
have  accepted  his  own  feeling  of  puzzlement  when  Joan  was  unable  to  set 
any  limit.  He  felt  free  to  say  that  he  was  hungry  at  7  o'clock  and  yet  was  also 
free  to  react  in  terms  of  his  feeling  of  concern  ( which  proved  to  be  stronger 
than  his  hunger)  when  he  observed  her  psychotic  reactions  to  this  sug- 
gested termination.  Yet  even  after  this  experience  he  was  willing  again  at 
8  o'clock  to  express  his  pervasive  feeling  that  he  was  again  hungry  and 
tired.  I  believe  that  it  is  basically  because  of  this  willingness  on  his  own 
part  to  be  genuine  that  the  experience  was  therapeutic. 

I  react  quite  unfavorably,  however,  to  the  therapist's  discussion  of  this 
incident.  (At  least,  I  assume  the  discussion  was  written  by  the  therapist.  If 
not,  I'll  have  to  change  these  comments  slightly. )  In  the  incident  itself  he 
reacted  in  terms  of  his  feelings  and  did  well.  Afterward  his  raising  of  intel- 
lectual questions  shows  how  far  afield  one  can  go  from  the  real  issues  of 
therapy.  In  commenting  on  the  questions  which  he  raises,  I  would  say  that 
his  indecisiveness  in  regard  to  the  ending  of  the  interview  would  have  been 
a  very  unfortunate  thing  if  it  were  a  pose  or  a  fa9ade,  but  it  is  quite  satis- 
factory as  it  occurs  since  it  represented  his  own  genuine  feeling  of  un- 
certainty. I  would  also  say  that  a  strong  initial  definition  of  time  limits 
would  have  been  satisfactory  if  he  had  felt  that  he  needed  that  degree  of 
security,  but  I  regard  it  as  fortunate  here  that  he  could  comfortably  offer 
an  extended  time  when  he  saw  that  the  cHent  was  unusually  distiurbed. 

As  to  his  responses,  he  raises  the  question,  "What  would  ha\e  been  the 
effect  of  merely  reflecting  die  ideas  which  she  was  verbalizing?"  If  this  is 
supposed  to  raise  a  question  about  the  client-centered  point  of  view,  then 
I  would  protest  most  vigorously.  An  empathic  response  is  most  certainh- 
not  the  reflecting  of  the  ideas  which  she  was  expressing.  That  seems  to  me 
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like  a  perversion  of  the  whole  concept  of  client-centered  therapy.  Empathic 
acceptance  is  the  endeavor  to  feel  truly,  in  oneself,  what  is  going  on  in  the 
client  and  to  respond  in  ways  that  will  show  that  you  are  sensing  in  your- 
self what  is  going  on  in  the  other  person.  In  this  incident  it  most  obviously 
was  not  words  or  ideas  which  were  going  on  in  her,  but  deep,  overpower- 
ing, disorganizing  feelings.  As  I  see  the  therapist's  responses,  he  made  one 
honest  attempt  to  understand  what  was  occurring  in  her,  but  was  evidently 
somewhat  mistaken.  Personally,  I  would  not  call  this  an  interpretation  be- 
cause its  intent  seems  to  me  to  be  clearly  empathic.  Perhaps  this  is  only 
quibbling.  In  any  event,  her  freedom  to  contradict  him  indicates  to  me  that 
the  relationship  was  fundamentally  good.  His  second  attempt  to  under- 
stand her  was  more  perceptive  and  evidently  helpful  to  her.  With  the 
wisdom  of  hindsight,  one  could  suggest  that  the  first  response  to  her  shak- 
ing and  obvious  disturbance  and  her  statement  regarding  the  mean  and 
kind  eyes  which  were  staring  at  her  might  have  been,  "I  guess  this  is  an 
awful  struggle  in  you — whether  to  control  yourself  as  they  want  or  to  let 
go."  This,  too,  may  be  erroneous  in  its  vmderstanding.  At  moments  like  this, 
one  has  to  use  all  the  radar  sensitivity  with  which  one's  organism  is 
equipped  in  order  to  sense  from  her  words,  her  movements,  her  eyes,  what- 
ever it  is  that  is  so  deeply  disturbing  her.  I  do  not  believe  that  accuracy  of 
understanding  in  such  complex  moments  can  always  be  achieved.  I  believe 
the  main  element  at  a  point  like  this  is  the  therapist's  desire  to  understand 
deeply,  and  it  seems  to  me  that  this  therapist  shows  such  a  desire. 

I  believe  that  this  incident  throws  light  on  what  therapy  is — namely, 
living  with  a  person  on  a  real  basis  in  an  understanding  relationship 
through  the  most  awful  moments  of  fear  or  disorganization  or  anger  or 
whatever.  For  me  it  also  throws  light  on  the  meaning  of  psychosis — that 
when  the  experiences  v/hich  crowd  in  upon  one  are  too  devastating  to  the 
concept  one  has  of  oneself,  then  complete  disorganization  can  occur  unless 
there  is  a  real  relational  contact  with  another  person  which  involves  full 
acceptance  of  oneself  even  in  the  worst  moments  of  confusion.  Thus, 
psychotic  behavior  can  occur  in  a  therapeutic  relationship,  but  it  does  not 
persist  unless  this  feeling  of  acceptance  disappears. 

On  quite  a  different  line  of  thought,  one  might  raise  the  question 
"Suppose  the  therapist  had  had  only  50  minutes  that  day  and  another  client 
coming  in  at  the  end  of  that  time?"  In  this  case  I  believe  that  Joan  would 
not  have  found  it  possible  to  reveal  the  experience  that  had  been  so  trou- 
bling to  her,  but  I  believe  it  would  have  come  out  later.  She  might  have 
needed  another  emergency  appointment  for  this  to  occur.  What  I  am  trying 
to  say  here  is  that  even  in  crucial  moments,  the  therapist  must  accept  him- 
self; and  if  he  has  another  client  waiting  for  him,  I  doubt  very  much  that  he 
can  give  himself  fully  and  acceptingly  in  a  situation  such  as  this.  Conse- 
quently, he  had  better  accept  his  own  limitations  and  bring  the  interview  to 
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a  close  when  his  time  is  up.  If,  however,  he  is  comfortable  about  extending 
it,  then  therapeutic  results  can  occur. 


William  Snyder  .  .  . 

The  most  important  aspects  of  this  case  are  the  f  jucstions  of  ( 1 )  whether 
a  psychotic  patient  should  be  treated  in  an  out-patient  clinic  specializing  in 
client-centered  methods,  (2)  whether  the  duration  of  the  critical  interview 
should  have  been  so  unstructured  as  to  run  on  for  three  hours,  and  (3) 
whether  interpretations  made  to  the  client  should  have  been  pitched 
"deeper"  or  less  deep  than  those  that  were  made. 

On  the  first  question,  it  is  probable  that  the  therapist  was  fairly  well 
protected  legally,  since  he  was  obtaining  psychiatric  consultation.  From 
an  ethical  standpoint,  however,  the  primary  question  was  whether  or  not  he 
was  sufficiently  well-trained  to  deal  with  this  difficult  a  case.  While  it  may 
be  only  the  product  of  his  systematic  bias  that  causes  him  to  appear  quite 
unsophisticated  and  inexperienced  (he  was  actually  frightened  by  the 
client's  hallucinatory  episode ) ,  it  is  my  opinion  that  he  really  was  attempt- 
ing to  work  with  a  case  that  was  much  too  difficult  for  his  level  of  experi- 
ence. In  this  sense,  legal  protection  does  not  eliminate  the  moral  responsi- 
bility which  this  therapist  had,  to  see  that  this  highly  disturbed  client 
received  more  experienced  help  than  he  was  able  to  provide.  From  a  theo- 
retical point  of  view,  I  would  question  whether  a  clinic  which  uses  a  client- 
centered  approach  exclusively  is  prepared  to  accept  psychotic  clients. 
There  has  not  been  sufficient  evidence  that  the  method  is  effective  with 
these  cases. 

The  three-hour  interview  I  found  most  distressing  to  read  about.  There 
would  seem  to  be  very  good  reasons  why  time  limits  are  necessary  in 
therapy.  Without  accepting  all  of  Rank's  theoretical  defense  for  his  stand, 
his  point  has  repeatedly  been  demonstrated.  An  unstructured  duration  to 
the  interview  is  usually  a  highly  threatening  experience  to  the  client,  and 
to  the  therapist.  This  therapist  became  weak  several  times,  excessi\el)- 
hungry,  quite  frightened,  and,  had  things  been  less  exciting,  he  probably 
would  have  become  horribly  bored  in  addition!  No  person  can  tolerate  the 
necessity  to  give  an  unlimited  amount  of  himself  to  others.  Neither  the  body 
nor  the  spirit  possess  unlimited  reserves.  It  is  true  that  in  emergencies, 
individuals  in  healing  professions  and  life-sustaining  occupations  must 
anticipate  extra  demands  upon  their  efforts.  Generally,  in  the  mental 
health  area,  however,  such  emergencies  are  handled  within  the  confines  of 
the  institution,  where  an  individual  staff  member  can  be  relie\ed  b\-  an- 
other. 

It  is  probable  that  the  therapist's  encouraging  of  an  unlimited  inter\-ie\\ 
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was,  as  he  later  suspected,  a  seductive  action  on  his  part.  He  mentions  in  his 
discussion  the  subject  of  transference,  but  he  does  not  bring  up  counter- 
transference.  This  would  have  been  most  appropriate.  It  is  obvious  that 
there  was  a  great  deal.  Mere  devotion  to  duty  is  hardly  a  suflBcient  explana- 
tion for  what  took  place. 

As  a  graduate  student,  this  critic,  conducting  therapy  with  his  third 
client,  allowed  a  session  to  run  over  to  two  hours,  and  in  fact  until  the  room 
grew  quite  dark.  The  client  poured  out  his  soul  in  describing  a  highly 
disturbed  marriage  situation.  But  he  never  returned  for  another  interview. 
The  therapist  was  told  by  his  supervisor,  a  distinguished  client-centered 
therapist,  that  it  was  not  wise  therapeutically  to  permit  sessions  to  run  on 
without  a  definite  limit,  and  that  it  was  not  wise  to  conduct  therapy  in  the 
dark! 

Regarding  the  third  question,  whether  interpretation  should  have  been 
made  on  a  "depth"  level,  it  would  be  a  matter  of  systematic  bias  as  to  how 
one  would  answer.  One  cannot  take  a  position  without  first  identifying  his 
theoretic  orientation.  Most  analysts  would  certainly  favor  the  recognition 
of  a  transference  and  countertransference,  but  many  would  probably  not 
have  chosen  to  make  an  abrupt  interpretation  of  this  dynamic  at  this  rather 
disturbed  moment  in  therapy.  Most  client-centered  therapists  would  have 
done  exactly  what  this  therapist  did.  Some  rather  extreme  nondirectivists 
would  have  merely  reflected  the  ideas  the  client  was  verbalizing.  I  would 
take  the  position  that  a  gentle  interpretation  of  the  transference  situation 
was  probably  called  for  at  this  point.  The  client's  revealing  of  the  incestu- 
ous behavior  would  seem  to  be  justification.  Interpreting  transference  at 
this  point  should  hardly  come  as  a  traumatic  or  shocking  revelation  if  it  is 
judiciously  handled.  On  the  other  hand  I  would  not  have  been  treating  this 
obviously  psychotic  girl,  because  of  my  personal  preference  not  to  work 
with  psychotics  in  therapy.  A  neurotic  would  have  been  less  likely  to  ex- 
plode in  a  dangerous  way  following  such  a  revelation.  Here  is  where  the 
element  of  diagnostic  and  prognostic  understanding  of  a  case  seems  quite 
important.  It  does  not  seem  reasonable  for  therapists  to  work  with  cases 
intensively  unless  they  have  a  very  clear  understanding  of  the  dynamics 
involved.  It  also  seems  most  important  that  they  have  a  sound  theoretical 
structure  upon  which  to  base  their  therapeutic  work.  If  the  theory  can  be 
based  on  facts  rather  than  wishes,  it  is  more  likely  to  prove  tenable  and 
durable  as  a  long-term  guide. 

Frederick  C.  Thorne  ... 

This  incident  describes  a  genuine  emergency  situation  in  psychotherapy 
where  a  patient  is  experiencing  an  acute  upsurge  or  crisis  in  her  conflicts 
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which  demands  the  most  careful  therapeutic  handhng.  In  this  critical  inter- 
view the  therapist  (who  is  presumably  a  clinical  psychologist  because  he 
mentions  referral  to  a  psychiatrist)  quickly  became  aware  that  the  patient 
was  acutely  disturbed  even  to  the  point  of  a  psychotic  break  with  reality, 
and  the  therapist  reports  his  own  feelings  of  inaderjuacy  and  lack  of  under- 
standing of  the  complex  problem  the  client  was  faced  with.  In  this  situation 
the  clinical  psychologist  could  either  terminate  the  interview  as  gently  as 
possible  and  arrange  for  an  immediate  interview  with  a  psychiatrist  ( whicfi 
would  have  been  inconvenient  because  of  the  lateness  of  the  hour  but 
which  might  have  been  the  safest  procedure  in  protecting  the  interests  of 
all  concerned)  or  he  could  strike  while  the  iron  was  hot  and  give  the  client 
as  much  time  as  needed  to  ventilate  her  feelings  and  conflicts.  The  therapist 
apparently  stumbled  into  the  second  alternative  and  was  fortunate  to  have 
the  emergency  handling  terminate  in  a  favorable  result. 

In  evaluating  the  dynamics  of  what  occurred  in  this  interview,  it  is  ap- 
parent that  the  patient  had  been  experiencing  increasing  anguish  over  her 
conflicts  and  had  worked  herself  up  to  a  point  of  unburdening  herself. 
Given  a  sympathetic  listener,  it  is  probable  that  she  would  have  ventilated 
her  entire  story  with  only  a  minimum  of  directive  prompting  or  probing.  In 
our  opinion,  it  would  have  been  safer  not  to  have  made  the  interpretations 
given  by  the  therapist  particularly  since  the  therapist  was  not  yet  in  any 
position  to  predict  whether  the  catharsis  would  eventuate  favorably  or  be 
followed  by  a  complete  psychotic  break.  However,  once  the  patient  got 
started  in  verbalizing  her  conflicts,  the  therapist  did  well  to  allow  her  to 
ventilate  completely  by  disregarding  such  arbitrary  limits  as  a  50  minute 
limit  on  the  interview  or  the  immediacy  of  the  dinner  hour. 

Carl  Whitaker  .  .  . 

Not  interrupting  the  recurrent  tardiness  in  the  treatment  of  a  patient  is 
a  technical  error.  This  might  have  been  accomplished  either  by  administra- 
tive pressure  or  by  cancelling  a  subsequent  appointment  after  warning  her. 
If  this  kind  of  structuring  is  not  done,  the  patient  dares  not  relax  his  restric- 
tions on  himself  and  regress  to  the  necessary  core  phase  lest  the  rest  of  the 
structuring  be  dumped  in  his  lap.  Although  the  therapist  may  ha\'e  been 
justified  in  using  the  rest  of  the  therapeutic  hour  to  develop  some  s)Tiibolic 
relationship,  it  should  have  been  apparent  in  a  few  interviews  that  the 
transference  was  not  strong  enough  to  alter  her  avoidance  pattern. 

To  offer  more  than  a  single  hour  because  of  anxiet}%  and  by  even  lea\ing 
the  decision  to  terminate  the  interview  up  to  tlie  patient,  the  tlierapist  was 
being  "seductive"  and  breaking  his  own  integrity  on  the  patient's  anxietv. 
Within  the  incident,  the  therapist's  decision  to  use  his  o^^^l  sxTnptom 
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formation;  that  is,  hunger,  as  a  basis  for  terminating  the  hour  is  good  tech- 
nique. 

The  patient  first  expressed  the  pain  of  separation  from  the  therapist  and 
then  her  hope  of  change.  In  effect  she  said,  "Do  you  think  I  can  get  along 
without  you?"  answering  her  own  question  by  expressing  the  amount  of 
improvement  that  had  taken  place  in  her  living  since  leaving  the  therapist. 

The  therapist  unconsciously  defined  the  end  of  the  hour  by  taking  out 
his  watch,  but  was  unable  to  tolerate  the  patient's  leave-taking,  as  shown  by 
his  perception  of  the  ticking  of  the  watch  symbolizing  the  therapist's  sense 
of  aloneness.  We  owe  the  therapist  sincere  congratulations  on  being  able  to 
admit  this  weakness  to  the  patient.  Such  honesty  is  extremely  important 
even  though  it  frightens  the  patient;  it  warns  the  patient  that  she  must 
accept  some  responsibility  for  herself  and  some  responsibility  for  the  thera- 
pist also.  In  the  therapist's  notation  that  his  heart  was  beating  like  a  trip 
hammer  he  was  expressing  the  fear  that  he  himself  was  going  into  a  panic 
state.  The  patient  in  her  hallucination  is  obviously  referring  to  the  therapist 
who  has  two  sides  to  himself;  a  mean  side — that  is,  a  mean  eye,  and  a  kind 
eye,  or  if  you  will  a  controlling  father  imago  and  a  warm  mother  imago. 

In  his  description  of  the  closeness  between  them  the  therapist  has  not 
described  the  patient  touching  him  during  the  period  of  what  we  would 
call  the  core  phase  of  the  therapy.  Was  not  the  patient  at  this  point  test- 
ing the  incest  feelings  of  the  therapist?  Did  not  the  therapist's  avoidance  of 
the  patient  precipitate  the  subsequent  increased  effort  at  seduction  by  the 
patient  as  revealed  in  her  story  of  her  father's  seducing  her  and  her  note  that 
she  was  dirty?  In  this  the  patient  was  saying  that  the  therapist  need  not  be 
afraid  of  using  her  sexually;  in  fact,  such  incest  with  the  therapist  would 
relieve  the  patient  of  feeling  so  horrible  and  so  lonely.  The  therapist  could 
also  be  secure  that  the  secret  would  be  well  kept;  the  patient  would  not 
even  tell  her  mother  or  her  grandmother.  The  final  notation  in  this  report 
indicates  clearly  that  the  incident  was  therapeutic  for  the  therapist.  The 
patient  was  engineering  the  whole  situation  on  an  unconscious  level  lest 
the  therapist  feel  rejected.  This  was  done  in  the  same  manner  that  an 
adolescent  tolerates  the  immaturity  of  the  parent  who  is  crying  at  the  time 
of  the  adolescent's  leave-taking  for  college. 

This  is  not  the  most  effective  professional  therapeutic  functioning,  but  a 
firm  definition  of  time  initially  might  have  avoided  the  gains  as  well  as  the 
dangers  of  deeper  involvement,  and  interpreting  and  reflecting  ideas  or 
other  verbal  efforts  on  the  part  of  the  therapist  would  only  be  a  smoke 
screen  in  the  face  of  the  nonverbal  give  and  take  going  on  in  this  relation- 
ship. A  relationship  of  this  depth  need  not  be  evaluated  point  by  point  in 
terms  of  technical  competence,  because  the  process  that  is  taking  place  is 
much  more  than  technical. 

A  therapeutic  relationship  at  this  depth  is  generated  and  structured  by 
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the  maturity  of  the  therapist  as  a  person  and  is  brought  into  action  by  the 
pathological  needs  of  the  patient.  Only  the  maturity  of  the  therapist  can 
tolerate  the  stress  of  this  type  situation.  Techniques  melt  like  butter.  It 
might  have  been  helpful  if  the  therapist  had  been  comfortable  in  offering  U) 
hold  the  patient  and  rock  away  the  trembling. 

One  question  remains:  will  the  therapist  be  like  so  many  otliers,  treating 
one  schizophrenic  and  then  never  trying  it  again? 


''Hold  Mel 
Hold  Mer 
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History 

When  this  patient  entered  psychotherapy,  she  was  overwhelmed 
with  anxiety  about  the  disintegration  which  she  was  experiencing 
subjectively  and  which  was  markedly  observable  in  facial  tremors, 
shaking,  and  a  cowering  demeanor.  Instead  of  presenting  defenses  to 
be  interpreted  or  dealt  with,  she  seemed  almost  completely  unde- 
fended and  vulnerable.  In  the  first  hour,  content  poured  out  of  her  re- 
vealing the  severely  traumatic  nature  of  her  early  life  and  premarital 
years.  It  was  only  after  several  interviews  that  she  was  able  to  slow 
herself  down  to  a  normal  speaking  rate. 

Her  childhood  had  combined  the  deprivations  of  lower-class  pov- 
erty with  the  suffering  induced  by  a  brutal,  alcoholic,  and  generally 
irresponsible  father  and  a  negligent  and  narcissistically  manipulative 
mother.  The  sordid  history  provided  little  to  account  for  the  straight- 
forward honesty,  self-awareness,  and  capacity  for  relatedness  which 
made  this  woman  readily  reachable  therapeutically.  Her  capacity  for 
relatedness  seemed  to  derive  largely  from  her  childhood  closeness  to 
her  mother,  of  whom  she  had  maintained  a  fantastically  idealized 

64 


"Hold  Me!  Hold  Me!"  65 

picture.  In  view  of  this  basic  defense,  the  trauma  of  rejection  was  in- 
tensified when  her  mother  turned  her  out  of  the  home  without  a  cent 
to  shift  for  herself  at  the  age  of  fifteen.  She  managed  to  find  domestic 
work,  and  sought  love  from  a  variety  of  men,  who  subjected  her  to 
devaluating  experiences.  After  rejecting  sexual  activity  for  some 
months,  siie  found  herself  pregnant  with  the  conception  shrouded  in 
amnesia.  With  an  older  sister,  she  left  her  home  state  and  delivered 
the  baby.  She  had  planned  to  give  it  away  but  could  not.  Siie  found 
work  and  eventually  married  a  man  of  fair  emotional  stability,  build- 
ing a  stable  life  for  the  first  time. 

The  precipitating  factors,  which  occurred  more  than  a  year  before 
she  entered  therapy,  were  the  severe  illness  of  her  younger  son  and 
the  leg  injury  of  her  older  son,  then  seven  or  eight.  At  that  time,  she 
apparently  had  a  psychotic  episode,  involving  the  delusion  that  peo- 
ple were  trying  to  kill  her.  There  was  spontaneous  remission,  followed 
by  development  of  the  anxietv  state  which  brought  her  to  therapy. 
There  has  been  much  somatic  preoccupation. 

There  have  been  two  outstanding  crises  so  far  during  the  therap\'. 
The  first,  which  cannot  be  recalled  in  detail,  occurred  after  a  year  of 
working  through  content  and  reintegrating  defenses.  Out  of  what 
seemed  like  an  impending  psvchotic  break  emerged  a  lost  memory  or 
screen  memorv  that,  before  the  death  of  a  vounger  sister  when  the 
patient  was  four  or  five,  the  patient  had  considered  stabbing  her  in 
the  back  with  her  mother's  scissors.  Subsequently,  there  was  a  com- 
plete recoverv  from  a  peculiarlv  nagging  back  pain  she  had  had  for 
years.  However,  also  subsequently,  there  was  development  of  arthritis 
in  another  back  area,  a  trend  toward  rejection  of  dependence  on  the 
therapist,  and  an  unrealistic  turning  to  God. 

The  second  crisis  occurred  after  another  vear  of  work  mainly  on 
her  relationship  with  her  mother. 

Incident 

After  a  period  of  unusual  well-being,  the  patient  telephoned, 
badly  disturbed  because  medical  tests  had  indicated  possible  uterin 
carcinoma.  She  expressed  fear  of  complete  breakdown;  but,  in  light 
of  recent  outstanding  gains,  I  felt  able  to  reassure  her.  Her  therapy 
hour  was  due  next  day,  and  the  medical  diagnosis  the  following  daw 
I  gave  the  support  that  together  we  would  wait  for  the  test  results  and 
together  we  would  face  whatever  came. 
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When  she  arrived  for  therapy,  I  was  shocked  by  her  appearance. 
There  were  no  external  anxiety  s}TTiptoms,  but  there  was  the  pallor  of 
death,  and  her  face  and  eyes  were  those  of  a  person  making  the  last 
futile,  wild  struggle  for  life.  Her  body  seemed  frail  and  limp  with  de- 
feat. Instead  of  going  to  my  chair,  I  touched  her  head  in  a  gesture  of 
sympathy,  whereupon  she  put  her  head  against  my  stomach  and  clung 
to  me,  releasing  the  sobs  that  had  not  been  able  to  come.  When  she 
spoke,  it  was  of  her  fear  and  of  this  final,  ten-ible  defeat  after  the  long, 
uphill  struggle.  I  spoke  to  her  of  faith  and  courage,  of  the  fact  that  she 
might  not  have  cancer,  and  of  the  fact  that  medical  science  was  often 
able  to  deal  successfully  with  cancer. 

As  I  sat  down,  she  moved  to  a  position  where  she  could  clasp  my 
hands  and  look  directly  into  my  eyes.  As  I  saw  the  depth  of  her  terror, 
I  felt  something  that  I  had  felt  in  my  psychotic  patients  in  a  mental 

hospital.  "Oh,  Dr. ,  I'm  so  scared,"  she  said;  and  then,  as  I 

spoke  to  her,  she  became  very  calm  and  began  repeating  my  words  in 
a  trance-like  voice,  "Yes,  I  can  have  faith,"  she  said,  and  I  realized  that 
for  her  the  only  reality  was  in  my  voice  and  in  our  hands,  and  in  our 
eyes.  As  I  felt  the  completeness  of  her  psychological  surrender,  I  '. 
realized  with  a  sudden,  internal  jolt  that  she  had  entered  a  psychotic  j 
state.  For  just  a  second  of  time  I  felt  fear  and  self-doubt,  and  then  I  I 
thought,  "Of  course  I  can  meet  it — I  can't  let  B.  down."  Her  eyes  were  I 
still  fixed  on  mine  in  that  unwavering  stare,  and  the  upsurge  of  ! 
strength  I  experienced  went  out  to  her,  and  then  she  relaxed  and  her  < 
eyelids  flickered;  and,  as  I  watched  her  move  and  speak,  I  saw  that  she  I 
was  not  psychotic,  and  I  felt  that  I  had  held  her  from  the  abyss  of  in-  « 
ternal  isolation  on  the  edge  of  which  she  had  wavered.  ] 

She  moved  back  to  her  chair,  stretched  out  in  it,  and  spoke  of  the  ] 
peace  she  now  felt.  I,  too,  felt  a  deep  sense  of  peace  and  unity.  She  f 
said  that,  for  the  first  time,  she  was  relaxed.  Then,  searching  the  limits  I 
of  the  safety  she  had  found,  she  asked  whether  faith  in  God  could 
keep  her  from  having  cancer.  Feeling  that  she  needed  realistic  au-  | 
thority,  I  told  her  I  believed  that  God  works  through  natural  law;  l 
that,  if  she  had  cancer.  He  would  not  change  that;  but  that  He  would  i 
be  with  her  through  the  ordeal,  if  it  came  to  that. 

She  said  the  conflicts  over  her  mother  now  seemed  so  farawav  and 
unimportant.  We  talked  of  various  reality  considerations;  and  then, 
as  the  hour  drew  to  a  close,  she  again  expressed  her  fear  and  moved 
where  I  could  hold  her  hands.  This  time  the  regression  was  much  less 
severe,  and  she  verbalized  our  relationship,  "I  am  a  little  child,  and 
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you  are  my  mother."  She  said  also,  "I  get  completely  drained,  and  I 
come  to  you  to  replenish  my  supply  of  strength." 

The  next  day,  when  we  had  received  the  negative  test  results,  she 
spoke  of  having  gained  from  the  experience.  She  said,  "I  will  never 
forget  how  I  drew  strength  from  you."  She  said  also,  "For  the  first 
time  I  really  saw  love  and  kindness  in  the  world,  and  the  old  bitterness 
just  seemed  to  melt  away." 

Discussion 

The  critical  incident  illustrates  what  I  consider  a  definitive  aspect 
of  psychotherapy:  the  psychological  union  which  provides  soil  for  the 
growth  of  the  patient's  self.  This  therapeutic  relatedness  varies  in 
depth  according  to  the  needs  and  capacities  of  the  patient.  In  this  sit- 
uation, the  patient  manifested  an  unusually  deep  need  and  trust  in 
the  therapist.  The  reality  factor  that  the  probability  of  cancer  was  not 
high  was  much  less  real  to  the  patient  than  the  fear  of  destruction 
which  had  been  activated,  and  it  was  necessary  for  the  therapist  to 
meet  the  patient  at  the  level  of  the  patient's  feelings.  A  question  may 
be  raised  regarding  the  appropriateness  of  this  degree  of  physical  con- 
tact. It  seemed  necessary,  as  a  part  of  the  bridge. 

Rudolf  Dreikurs  ... 

There  can  be  no  doubt  that  the  handling  of  the  incident  provided  an 
important  therapeutic  gain.  The  points  which  the  therapist  stresses  in  her 
discussion  is  the  question  of  the  psychological  union  fortified  by  physical 
contact,  and  the  patient's  manifested  "unusually  deep  need  and  trust  in  the 
therapist."  These  elements,  however,  have  to  be  understood  in  the  context 
of  the  larger  issues,  namely,  the  patient's  personality  and  fundamental 
problems.  In  regard  to  the  limited  issues,  I  can  agree  more  or  less  ^^•ith  the 
therapist;  but  not  so  in  the  evaluation  of  the  patient  as  a  whole. 

The  union  with  the  patient  was  emphasized  by  the  therapist  when  she 
arranged  the  interview  by  telephone,  in  her  statement  that  "together"  they 
would  wait  for  the  test  results  and  together  face  whatever  came.  During  tlie 
interview  a  strong  personal  interaction  and  communication  took  place,  from 
the  clasping  of  the  hands  and  gazing  into  the  eyes,  to  tlie  intensit)'  of  tlie 
voice  and  the  emotional  response  to  each  other.  It  is  not  always  clear  as 
to  who  influenced  whom.  At  least  in  the  beginning,  the  patient's  fear 
generated  similar  reactions  in  the  therapist  until  tlie  latter,  with  a  deliberate 
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effort,  gained  her  own  strength,  and  then  could  communicate  this  sensation 
to  the  patient,  who  began  to  relax. 

This  interaction  deserves  some  scrutiny.  It  is  not  usual  that  the  patient 
succeeds  in  generating  in  the  therapist  the  same  panic  and  fear  from  which 
she  is  suffering.  Most  therapists  are  sujfficiently  trained  not  to  succumb  to 
such  influences,  and  remain  calm  regardless  of  how  upset  the  patient  may 
be.  In  this  regard  the  therapeutic  relationship  is  fundamentally  different 
from  the  usual  interpersonal  relationship  in  which  an  excited  and  upset 
person  generally  succeeds  in  creating  the  same  emotions  in  his  environ- 
ment. There  seems  to  be  one  area  in  which  the  therapist  is  often  prone  to 
succumb  to  the  patient's  frightening  influence.  This  is  a  moment  when  a 
psychotic  reaction  is  considered  imminent  or  present.  Despite  all  educa- 
tional influences  which  psychiatrists  have  exerted  in  enlightening  the  pub- 
lic in  regard  to  psychosis,  trying  to  eliminate  prejudice  and  fear,  they  have 
often  failed  to  free  themselves  from  emotional  reactions  which  they  try  to 
combat  in  public.  Consequently,  they  often  get  frightened  by  a  patient 
who  is  afraid  or  in  danger  of  a  mental  collapse.  In  this  incident  the  therapist 
caught  herself  in  time  and  was  then  able,  by  her  own  emotional  calmness, 
to  calm  do\vn  tlie  patient.  Physical  contact  probably  serves  two  purposes;  it 
fortifies  the  process  of  intense  communication,  particularly  facilitating  a 
calming  and  encouraging  influence  of  the  therapist,  and  it  expresses 
warmth  and  s}Tnpathy  and  involvement.  All  these  factors  are  essential  in 
any  therapeutic  crisis,  if  not — to  a  certain  extent — for  tlie  tlierapeutic 
process  as  such.  Encouragement  is,  in  our  opinion,  an  integral  part  of  any 
successful  therapeutic  effort,  and  most  needed  and  important  in  moments 
of  despair. 

While  the  benefit  of  the  interaction  during  the  incident  is  ob\dous,  its 
significance  for  the  total  therapeutic  process  may  be  uncertain.  The  crucial 
question  is  the  significance  of  the  patient's  statement  that  she  drew  strength 
from  the  therapist.  She  comes  to  her  to  replenish  her  supply  of  strengtli 
which  was  completelv  drained.  These  remarks  are  irmocuous  on  the 
surface;  but  seen  within  the  framework  of  the  total  personality,  their  signifi- 
cance has  to  be  carefully  weighed. 

Naturally,  it  is  difficult  to  derive  a  reliable  picture  of  a  patient  on  the 
basis  of  information  which  has  been  collected  within  a  different  orienta- 
tion. Much  needed  information  is  missing  and  what  is  provided  appears  in 
a  different  light  from  our  point  of  view.  The  available  information  of  her 
childhood  reflects  primarily  the  judgmental  attitudes  of  tlie  therapist  who 
uses  many  critical  adjectives  to  describe  father  and  mother.  Nothing  is  said 
about  the  patient's  interaction  with  them,  as  if  she  were  merely  a  passive 
recipient.  No  information  is  available  about  her  interaction  with  her  sib- 
lings, v/itliin  the  total  family  constellation.  It  is,  tlierefore,  not  surprising 
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that  the  therapist  herself  does  not  comprehend  the  formative  years  and 
openly  admits  her  lack  of  understanding  by  stating  that  the  "sordid  history 
provided  little  to  account  for  the  straightforward  }ionc!sty,  self-awareness, 
and  capacity  for  relatedness"  of  the  patient.  Although  a  year  had  been 
spent  "working  through  content  and  reintegrating  defenses,"  we  have  no 
evidence  for  any  perception  of  the  patient's  personality  and  main  prob- 
lems. From  a  few  items  it  seems  that  this  patient  is  operating  on  the  basis  of 
high  ideals  and  a  deep  sense  of  her  own  responsibility,  depending  entirely 
on  her  own  strength,  trusting  neither  life  nor  fate  nor  people.  She  idealized 
her  mother  whom  the  therapist  describes  as  "negligent  and  narcissistically 
manipulative."  We  can  see  how  good  the  patient  tries  to  be,  probably  better 
than  the  people  who  take  advantage  of  her.  In  this  sense,  we  can  see  why 
she  managed  to  get  abused  by  men.  She  is  probably  an  easy  victim  for  any- 
one who  treats  her  badly,  because  then  she  can  feel  morally  superior.  Indi- 
cations are  that  she  is  suflFering  from  a  martyr  complex,  provoking  and  seek- 
ing abuse  and  defeat.  The  only  early  recollection  indicates  how  she  had  to 
fight  against  asserting  herself,  otherwise  she  may  become  a  murderess,  as 
bad  or  worse  as  the  people  who  abuse  her.  She  has  to  be  good  and  take  care 
of  others.  (This,  by  the  way,  is  a  frequent  personality  pattern  of  people 
sufiFering  from  arthritis;  and  we  find  indications  for  such  condition  here, 
too.) 

The  "incident"  is  related  by  the  therapist  as  having  significance  during 
an  exploration  of  the  patient's  relationship  to  her  mother.  Its  conclusions 
are  described  as  establishing  the  patient  as  a  child  and  the  therapist  as  a 
mother,  a  better  mother  than  her  real  one.  From  our  point  of  view,  the 
significance  of  the  incident  appears  in  an  entirely  different  light.  It  is 
related  to  the  problem  of  death.  People  who  put  all  their  faith  in  their  own 
strength,  who  have  to  control  because  they  cannot  rely  on  any  beneficial 
influence  outside  of  themselves,  are  usually  deathly  afraid  of  death.  The)- 
can  escape  from  and  conquer  all  other  forces;  but  they  cannot  escape  from 
succumbing  eventually  to  this  force.  Death,  being  killed,  having  to  die,  is 
the  main  source  of  their  panic.  Nowhere  do  we  find  in  this  report  any 
realization  of  this  obvious  dynamic  element.  The  therapist  realizes  the 
patient's  feeling  of  defeat,  her  expression  "of  this  final,  terrible  defeat" — but 
she  does  not  recognize  its  significance,  as  she  failed  to  understand  the 
patient's  attempt  to  make  peace  with  God,  with  fate,  by  considering  such 
effort  first  "an  unrealistic  turning  to  God"  and  then,  discussing  faith  in  God 
in  a  sophisticated  way,  distinguishing  between  natural  law  and  the  im- 
realistic  authority  of  God,  considerations  completely  foreign  to  the  concern 
of  the  patient,  who  is  trying  to  make  peace  with  fate,  be  it  naturalistic  or 
supernatural. 

Now  we  can  see  the  potential  danger  of  the  patient's  reactions  to  the 
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therapist,  by  assuming  that  she  can  draw  strength  from  her  when  her  own 
strength  is  drained.  Naturally,  such  second-hand  strength  would  serve  her 
well;  it  does  not  in  any  way  correct  her  mistaken  assumption  that  she  needs 
strength,  or  she  is  lost.  She  merely  puts  the  therapist  in  her  service  as  a  new 
source  of  the  strength  which  she  needs  to  fight  life  singlehandedly.  She 
apparently  has  not  gained  insight  from  this  incident,  that  there  are  other 
things  to  rely  on  besides  the  assumption  of  one's  own  controlling  strength. 
But  without  such  insight  and  reorientation  the  patient  cannot  expect  to 
make  a  better  adjustment  to  life.  For  this  reason,  the  therapeutic  effect  of 
this  incident  is  subject  to  reasonable  doubt.  The  therapist  gave  her 
strength,  but  no  insight  or  need  reorientation. 


J.  W.  Klapman  .  .  . 

Whether  it  is  due  to  keen  native  intelligence,  constitutional  or  heredi- 
tary origin,  or  to  repeated  emotional  traumata,  some  individuals  seem  to 
possess  a  razor-edge  sensibility.  Because  of  it,  every  slightest  nuance  of  the 
emotions  is  explored  and  sounded  out,  the  sharp  prick  of  every  spicule 
experienced.  This  patient  seems  to  have  either  possessed  or  achieved  such 
a  keen  sensibility.  So  poignantly  does  she  feel  the  emotional  deprivation 
of  a  defaulting  mother  that  she  had  to  create  a  mythical  parent  and  to  invest 
her  with  all  the  desirable  qualities. 

Reacting  so  intensely  she  probably  balanced  precariously  on  the  very 
thin  edge  of  reality.  In  such  acute  conflictual  storms,  the  line  between 
reality  and  nonreality  becomes  very  indistinct  at  times,  and  thus  the 
transient  outbreaks  of  psychosis.  But  it  must  also  be  noted  that  it  is  that 
excrutiating  sensibility,  often  masochistically  determined  but  so  poign- 
ant that  every  variation  of  emotions  is  painfully  felt,  which  is  the  very 
means  of  escape  from  unreality,  and  morbidity  as  well,  and  which  makes 
psychotherapy  effective.  The  relatively  insensitive  individual  who  is  pre- 
cipitated into  a  psychosis  is  proportionately  lacking  in  this  aid  to  the  inte- 
grative process  and  would  be  correspondingly  resistive  to  the  therapeutic 
process.  This  is  true  despite  the  fact  that  the  therapy  of  this  patient  took  a 
considerable  amount  of  time  to  achieve  the  results  noted. 

When  the  patient  is  presented  with  the  near-ultimate  threat  of  extinction 
via  cancer,  in  the  storm  thus  precipitated  all  reference  points  and  anchor- 
ages seem  to  be  swept  away.  At  this  critical  moment  the  touch  of  the  thera- 
pist becomes  an  earnest  of  the  tangible  reality  she  has  lost  contact  with.  It 
is  perhaps  a  meeting  of  minds  and  feelings  which  informs  the  patient  of 
another's  sympathy,  of  another's  ability  to  explore  the  same  reaches  of  feel- 
ing; of  having  safely  negotiated  the  uncharted  distances.  That  intimates 
that  the  suggested  reference  points  and  anchorages  are  trustworthy. 
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Perhaps,  after  all,  there  is  more  balm  in  the  "laying  on  the  hands"  than 
our  objective  bias  allows  us  to  admit. 


Ruth  Munroe  .  .  . 

I  would  agree  entirely  with  this  therapist's  ptxsition  that  such  a  patient 
in  a  realistic  crisis  (which  must  have  seemed  to  put  the  seal  of  finality  on  a 
life  of  cruel  disappointments  and  defeats )  needed  as  direct  a  "psychol{;gical 
union"  with  a  strong,  loving  person  as  possible.  As  for  the  pliysical  contact 
— it  is  natural  even  in  a  normal  crisis  situation  "too  deep  for  words."  It  is 
very  useful,  perhaps  necessary,  in  reaching  some  psychotics.  While  observ- 
ing at  a  school  for  schizophrenic  children,  I  was  fascinated  by  the  effective- 
ness of  an  affectionate  arm  around  the  shoulders,  a  brief,  cheerful  hug,  a 
restraining  hand  accompanied  by  a  knowing  smile  in  bringing  out  a  more 
socialized  response  or  in  forestalHng  an  explosion. 

Although  firmly  against  the  Reichian  approach  in  general,  I  must  con- 
fess to  an  unholy  interest  in  the  possibilities  of  a  direct  attack  on  the  "body 
armor"  for  stubborn  cases  of  obsessive-compulsive  neurosis,  and  to  the  wish 
that  they  could  be  explored  in  a  different  theoretical  framework.  Our  fears 
of  uncontrollable  transference  and  counter-transference  reactions  to  physi- 
cal contact  are  doubtless  justified,  but  perhaps  it  will  eventually  become  a 
feasible  adjunct  to  therapy  in  some  situations  for  some  patients. 

In  this  situation  the  therapist  was  able  to  bring  the  patient  back  to  the 
reality  problem  through  tactful  interpretation  of  her  faith  in  God.  Ap- 
parently, the  connection  with  the  loving  mother  was  made  spontaneously, 
and  remained  as  the  kind  of  profound  emotional  re-education  Ferenczi 
came  to  consider  so  important.  A  personality  so  severely  damaged  cannot 
become  "mature"  overnight,  but  a  very  significant  shift  in  basic  orientation 
may  have  occurred.  "The  old  bitterness  just  seemed  to  melt  awav." 

The  awkward  therapeutic  problem  with  such  vivid  reaction  to  the  thera- 
pist as  "mother"  is  the  tendency  of  the  patient  as  "child"  to  demand  con- 
stantly renewed  proof  of  love  in  an  increasingly  concrete  manner.  The 
therapist  in  this  instance  was  "fortunate"  in  having  a  crisis  in  which  her 
human  help  could  not  avail,  so  the  transference  reaction  was  essentialh- 
emotional.  No  pattern  of  practical  help  or  sympathy  with  the  patient  in 
interpersonal  struggles  was  involved.  Such  situations  are  rare  and  unpre- 
dictable. Whereas  it  is  to  be  hoped  that  most  therapists  would  show  a 
similar  directness  in  similar  situations  ( see  Chapter  3 ) ,  it  is  clearlv  not  a 
technique  for  everyday  use.  In  my  opinion  a  bit  of  humanity  rareh-  harms 
and  often  helps  the  therapeutic  relationship,  but  its  general  structure 
should  be  kept  firm.  After  any  major  deviation  from  tiie  rule  of  friendl\- 
professional  objectivity,  the  therapist  must  take  careful  stock  of  the  effect 
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on  the  transference  and  either  try  to  lead  it  back  gently  to  the  general  rule 
or  consider  very  seriously  ( consultation  may  help )  tlie  special  requirements 
of  continuing  the  deviation.^ 

Because  I  see  my  personal  contribution  to  this  book  as  discussion  of 
"intellectualizing"  techniques,  I  mention  again  the  appeal  to  the  patient's 
reason  in  the  therapist's  comment  that  God  works  through  natural  law. 
Utter  faith  in  the  supporting  figure  is  here  qualified  in  a  manner  the  pa- 
tient's ego  can  accept.  The  "unrealistic"  turning  to  God  is  not  repudiated, 
but  used  to  give  further  reinforcement  to  the  ego  in  its  struggle  to  handle 
an  unbearable  threat.  In  reasonably  qualifying  God's  help,  the  therapist 
qualifies  her  own  magic  as  just  "being  with  her  during  the  ordeal."  Inci- 
dental to  the  main  dynamics  of  the  session  and  quite  possibly  foreign  to 
the  therapist's  way  of  thinking,  this  "intellectualization"  probably  played 
an  important  role  for  the  patient  in  recovering  and  maintaining  control. 

David  Riesman  .  .  . 

I  am  not  a  clinician  and  have  had  no  experience  as  a  therapist— save  in 
the  occasional  role  of  a  teacher  to  whom  a  student  in  despair  may  turn  and 
where  I  have  sometimes  tried  to  administer  first  aid  before  turning  the 
student  over  to  a  more  experienced  helper.  In  this  incident,  as  in  a  number 
of  others,  I  am  struck  as  I  have  often  been  by  the  kind  of  quiet  courage 
which  therapists  take  for  granted  in  facing,  alone  and  with  no  equipment 
and  protection  other  than  their  own  selves,  the  most  mysterious,  the  most 
obdurate,  the  most  agonized,  and  often  the  most  opaque  patients  and 
clients.  Their  situation  resembles  that  of  an  anthropologist  who  goes  to  a 
distant  tribe  whose  language  he  does  not  know,  whose  reasons  for  laugh- 
ing and  crying  he  can  only  guess,  and  who  may  for  all  he  knows  believe  in 
the  witch  or  sorcerer  or  have  no  adequate  intei-pretation  of  such  disinter- 
estedness as  his.  ( See  for  a  most  moving  and  sensitive  report  on  these  con- 
frontations Return  to  Laughter,  a  book  whose  author  protects  her  tribe 
and  perhaps  herself  by  the  pseudonym  of  Elinore  Smith  Bowen. ) 

So  in  this  incident  the  therapist  is  dealing  with  a  patient  from  a  "tribe" 
radically  different  from  her  own.  In  her  articulateness  and  determination 
the  patient  has  inched  closer  to  this  world  (conceivably,  through  some  of 
the  men  who  have  exploited  her  but  who  may  have  come  from  strata  to 
which  she  would  not  otherwise  have  had  access ) .  When  I  read  the 
therapist's  reference  to  "an  unrealistic  turning  to  God"  it  struck  me  that 
she  (the  therapist)  was  perhaps  too  cavalierly  rejecting  a  resource  on 
which  the  patient's  mother  may  have  fallen  back  and  which,  in  the  few 
alternatives  open  to  the  patient,  may  have  represented  a  kind  of  "native's 

1  See  K.  R.  Eissler,  "The  Effect  of  the  Structure  of  the  Ego  on  Psychoanalytic 
Technique,"  /.  Amer.  Psijchoanal.  Ass.,  I  ( 1953 ) ,  pp.  104-43. 
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return."  Thus,  I  was  all  the  more  struck  that  the  therapist  during  the 
critical  incident  did  not  reject  the  patient's  theistic  vocabulary,  but  rein- 
terpreted it  in  a  way  which  gave  the  patient  both  reah'sm  and  strength.  The 
feeling  gained  in  the  incident — that  she  had,  almost  as  it  were  by  main 
force,  held  the  patient  from  going  over  the  abyss — makes  good  sense  to 
me.  In  the  kind  of  support  she  then  provided — courageously  in  view  of 
her  own  verbal  training — support  which  was  at  once  in(jral  and  physical, 
this  must  have  meant  an  immense  amount  particularly  to  a  person  of 
lower  class  origin,  a  woman  for  whom  abstract  concepts  are  perhaps  an 
even  later  form  of  communication  than  they  are  for  most  of  us.  That  the 
patient  had  earlier  kept  her  illegitimate  child  at  a  time  when  it  would  have 
been  more  "rational"  for  her  to  surrender  it  would  seem  another  indication 
that  she  had,  in  the  face  of  the  malice  and  negligence  of  her  upbringing,  a 
deep  need  for  relatedness  ( in  Erich  Fromm's  sense ) .  Is  it  possible  also  that 
in  that  moment  when  she  made  contact  with  the  therapist  ( the  "moment  of 
truth"  as  the  bull  fighters  say )  she  realized  she  would  let  the  therapist  down 
if  she  did  not  pull  herself  together?  For  her  own  part  it  must  have  seemed 
as  if  life  wasn't  worth  living  if  she  was  to  have  cancer  after  all  she  had 
struggled  through,  like  being  bombed  out  for  the  second  time.  And  pos- 
sibly, not  being  quite  Job,  she  felt  that  God  had  let  her  dowTi — ^but  then  she 
saw  that  the  therapist  also  needed  her. 

Carl  Rogers  .  .  . 

In  my  judgment,  what  a  therapist  has  to  oflFer  is  what  he  deeply  and 
truly  feels  in  himself.  This  is  the  integration  which  exists  in  him  at  the 
moment  and  this  is  what  he  can  provide  in  the  relationship.  I  further  ha\e 
found  that  the  therapist  has  the  most  to  offer  when  what  he  transparent!)- 
feels  is  a  warmth  and  concern  for  his  client,  a  willingness  to  accept  the 
otherness  of  this  person  no  matter  how  bizarre  or  deviant  the  feelings  and 
behavior  may  be.  It  seems  to  me  that  this  therapist  had  such  feelings  as  far 
as  one  can  tell  from  the  description,  and  consequently  was  able  to  offer 
the  client  a  relationship  in  which  these  feelings  were  very  much  evident. 
It  sounds  to  me  as  though  the  therapist  was  quite  comfortable  in  touching 
the  client,  letting  the  client  sob  against  her,  not  because  these  are  good  or 
bad  techniques,  but  because  tlie  therapist  was  operating  genuinely  at  the 
time  and  basing  her  behavior  on  what  existed  in  her.  I  have  assumed  from 
some  phrases  in  the  description  that  this  is  a  female  therapist,  but  it  would 
make  no  difference  to  me  whether  the  therapist  was  male  or  female.  A  male 
therapist  might  be  somewhat  more  unlikely  to  feel  entirely  comfortable  in 
touching  and  holding  a  female  client,  but  the  criterion  would  remain  the 
same.  If  it  seemed  a  natural  and  entirely  comfortable  reaction,  it  would,  in 
my  judgment,  be  therapeutic. 
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As  to  the  client  being  in  a  psychotic  state  for  a  few  moments,  I  regard 
this  as  perfecth'  possible,  but  I  \A'onder  about  the  order  of  events.  I  would 
suspect  that  there  is  a  slight  inversion  in  the  account  as  to  how  this  occur- 
red. I  would  regard  it  as  likely  that  when  the  therapist  saw  the  depth  of  her 
client's  fear,  that  then  the  therapist  began  to  experience  some  fear  and 
self-doubt,  some  tendency  to  see  the  client  as  an  object  rather  than  relating 
to  her  as  a  person.  At  that  moment  a  psychosis  becomes  real  in  the  client,  for 
in  that  moment  the  only  real  human  relationship  is  broken  and  the  isolation 
is  both  terrible  and  disorganizing.  But  when  the  therapist's  courage  returns 
( and  I  am  sure  that  all  of  us  have  at  times  lost  that  courage,  at  least  briefly ) , 
then  it  is  quite  true  that  the  psychosis  is  no  longer  present  because  the  client 
is  again  in  a  real,  human  relationship. 

Since  these  ideas  about  psychosis  may  seem  unusual,  I  would  like  to 
comment  a  bit  further.  I  feel  there  is  little  doubt  but  that  heredity,  consti- 
tutional makeup,  and  chemical  factors  all  have  a  part  in  the  predisposition 
to  psychosis.  I  feel,  however,  that  psychologically  a  psychosis  occurs  v/hen 
human  relationships  break  down.  It  is  as  though  the  client  were  saying 
"^Vhen  there  is  no  one  who  dares  to  accept  me  in  my  awful  separateness, 
then  I  am  no  longer  a  self  and  disorganization  must  take  over."  It  is  my  con- 
viction, however,  that  the  reverse  is  also  true.  In  the  reverse  situation  it  is 
as  though  the  client  were  saying  "As  long  as  there  is  one  person  who  can 
feel,  deeply  and  viscerally,  that  he  can  accept  me  as  a  person,  and  I  can 
realize  and  experience  his  attitude,  then  I  possess  a  self  and  I  cannot  go 
over  the  brink." 

In  my  judgment,  nothing  was  added  by  the  therapist  when  she  ex- 
pressed things  which  she  could  not  know.  The  contrast,  to  me,  seems  sharp. 
When  she  placed  her  hand  upon  the  client's  head,  she  was  expressing  her 
own  feelings  which  she  knew  at  first  hand  in  a  very  primary  and  incontro- 
vertible way.  There  could  not  be  the  same  reality  in  the  therapist  when  she 
says,  for  example,  that  God  will  be  with  the  client.  This  is  something  which 
she  could  not  know  in  the  same  primary  way.  In  my  estimation,  it  would 
have  had  more  meaning  had  the  therapist  gone  with  the  client  in  her  ques- 
tioning, empathically  accompanying  her  in  her  uncertainty  as  to  whether 
God  could  or  would  keep  her  from  having  cancer.  To  live  with  a  person  in 
such  uncertainty,  sharing  with  him  the  weight  of  his  own  unsureness  and 
doubt,  is  to  me  far  more  therapeutic  than  to  be  reassuring.  I  see  the  thera- 
pist's handling  of  this  particular  aspect  of  the  incident  as  being  a  measure  of 
the  limitation  of  the  therapist's  confidence  in  and  respect  for  the  client. 
Evidently,  she  could  not  quite  trust  the  client  to  be  a  separate  and  autono- 
mous person  and  felt  she  must  give  her  at  least  this  much  external  support 
and  reassurance.  I  regard  this  as  a  relatively  minor  criticism,  however.  The 
main  test  of  the  dierapist  was  in  living  with  this  woman,  intimately  and 
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understandingly,  in  her  desperateness  and  psychotic  tcrnjr.  This  test  the 
therapist  met  very  well  indeed. 

Frederick  C.  Thorne  .  .  . 

We  question  whether  this  was  a  critical  incident  in  the  sense  interpreted 
by  its  author  who  emphasizes  "the  psychological  union  which  provides  soil 
for  the  growth  of  the  patient's  self,"  presumably  by  drawing  strength  from 
the  therapist.  In  our  opinion,  the  behavior  of  the  patient  was  indulged  in 
completely  for  her  own  purposes  and  as  an  expression  of  her  compulsive 
need  to  be  supported.  This  patient  had  always  been  over-expressive  emo- 
tionally and  totally  "undefended  and  vulnerable,"  and  this  behavior  may  be 
interpreted  as  defense  by  an  open  admission  of  weakness,  that  is,  throwing 
herself  on  the  mercy  of  others  to  gain  sympathy  and  support.  In  moments  of 
increased  anxiety  or  panic  (as  when  cancer  was  suspected)  she  would 
melodramatically  act  out  her  need  for  dependency  and  protection. 

In  our  opinion,  the  therapist  should  limit  such  physical  contacts  as  the 
holding  of  hands  or  allowing  the  client  to  cry  on  his  bosom.  This  may  be 
accomplished  by  soothing  words  and  gently  leading  the  client  to  her  chair, 
thereby  encouraging  the  client  to  contain  herself.  Needs  for  dependency 
and  help  may  be  reflected  nondirectively.  Such  a  person  should  be  helped 
to  help  himself.  To  allow  the  patient  to  achieve  support  by  physical  in- 
timacy, no  matter  how  limited  the  degree,  would  appear  to  weaken  the 
client's  attempts  to  unify  himself  independently  by  assuring  him  that  his 
dependent  needs  will  be  taken  care  of.  To  allow  it  to  happen  once  or 
twice,  as  in  this  case,  is  probably  not  crucial,  but  recurring  episodes 
should  not  be  tolerated. 
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History 

The  patient  was  a  27-yeai-old  male  college  student  who  sufiFered 
from  a  moderate  to  severe  case  of  mixed  psychoneurosis.  There  were 
a  great  many  varied  symptoms.  Among  them  predominated  rmiiina- 
tions,  scrupulosity,  perfectionism,  and  depressive  spells. 

Incident 

The  patient  came  very  often  to  the  interviews  in  a  condition  that 
for  my  own  illustration  I  had  called  the  "blues  streak."  It  has  been  my 
contention  that  the  manipulation  of  the  mood  during  interviews  is  an 
integral  part  of  the  therapy.  I  have  been  able  to  develop  a  series  of  de- 
vices in  such  a  way  that  it  is  uncommon  for  my  patients  to  leave  the 
sessions  of  psychotherapy  in  an  angry  anxious,  or  depressed  mood. 
Actually — and  without  forcing  the  reality  of  their  situation — they 
often  leave  the  interview  in  an  optimistic  and  hopeful  mood.  In  the 
session  I  am  about  to  refer  to  I  had  occasion  to  discover  another  de- 
vice for  the  modification  of  depressive  moods.  During  the  interview 
the  patient  was  expressing  something  akin  to  the  following: 

p — I  do  not  see  how  you  can  help  me,  I  do  not  see  how  anyone  could  help  me.  I 
am  afraid  this  is  the  way  I  am  and  will  not  be  able  to  change.  I  shall  always 
allow  myself  to  be  led  and  ordered  and  then  I  will  punish  myself  for  allowing 
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it.  I  am  always  afraid  of  failure  and  1  do  not  like  myself  when  I  try  to  i>c 

nice.   .  .   . 
[Here  the  therapist  interrupted.] 
T — Is  that  the  way  you  always  see  yourself? 
p — What  do  you  mean? 
T — I  mean  this:  you  are  telling  me  the  way  you  see  yourself  now,  at  tliis  momrnt, 

but,  is  that  the  way  you  see  yourself  all  the  time?  Are  not  there  (jthcr  times 

that  you  feel  different? 
I' — Of  course  there  are  times  I  feel  different  but  that  does  not  lielp  me  now. 
T — Then  tell  me,  what  is  the  difference  between  such  times  and  now? 
p — Well,  I  don't  know,  I  just  feel  different. 
T — Then  it  is  only  a  way  of  feeling  that  makes  the  difference.  Do  \'ou  know  liow 

people  call  these  ways  of  feeling  which  so  much  change  their  outlook? 
p — I  do  not  know  what  vou  want  me  to  say. 

T — Well,  what  do  you  think  of  the  word  "mood"?  What  does  it  mean? 
p — Well,  it  means  something  hke  what  you  were  talking  about,  a  wav  of  feeling. 
r — Now  then,  if  you  were  in  a  different  mood,  would  you  say  the  same  things 

al^out  yourself  that  you  are  saying  now? 
[Here  the  patient  seemed  to  see  the  entire  situation  in  one  sweep.  When  he  spoke 
I  noticed  a  change  to  a  better  mood.] 
P — You  mean  that  I  feel  about  myself  the  way  I  do  because  I  am  in  a  low  mood 

and  that  I  am  not  the  way  I  say  I  am. 
T — You  can  not  he  that  way  since  you  just  told  me  that  at  other  times  vou  con- 
sider yourself  in  quite  a  different  light. 
P — I  can  see  what  you  mean,  but  tell  me  more. 

[Here  I  broke  out  with  an  extemporaneous  speech  to  tie  up  the  suddenly  realized 
knowledge  with  certain  facts  of  the  general  psychology  of  emotion.s.  I  spoke 
clearly  and  confidently  and  concluded  as  follows:  ] 
T — So  we  know  that  under  certain  moods  and  emotional  conditions  our  thinking 

is  led  to  exaggerations.  In  depressive  moods,  for  instance,  realit\-  is  completeK- 

biased  and  the  individual  portrays  himself  far  lower  than  he  actually  is.  You 

see,  you  are  not  the  way  you  just  told  me  now,  it  is  only  because  vou  are  in 

such  a  mood  that  the  exaggeration  appears, 
p — Then  I  do  not  need  to  worry  about  the  way  I  see  myself  now  since  this  is  just 

the  result  of  a  mood? 
T — Right!  And  therefore  you  must  never  take  such  thinking  seriousl\-  at  such 

times.  It  is  unrealistic. 

After  these  remarks  the  patient  was  transformed  and  for  the  rest 
of  the  hour  the  "bkies  streak"  was  gone  and  was  substituted  b\-  an  in- 
tense and  enthusiastic  interexchange  of  suggestions  on  how  to  a\  ert 
future  depressive  spells.  Interestingly  enough  he  became  fascinated 
by  the  possibility  of  applying  such  insight  in  helping  other  people  be- 
side himself.  In  this  hour  the  following  plan  was  arri\  ed  at  coopera- 
tively and  followed:  ( 1 )  Whenever  the  patient  felt  blue  he  would  sit 
down  and  write  his  thoughts  about  himself.  ( 2 )  He  would  also  sit 
down  and  write  about  himself  when  feeling  particularlv  good. 

In  this  way  we  accumulated  a  great  deal  of  direct,  individuahzed 
evidence  regarding  the  unreality  of  the  self  image  during  blue  spells. 
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and  this  very  direct  evidence  was  most  convincing  to  the  patient.  He 
and  I  were  e\  en  able,  in  later  interviews,  to  discover  other  character- 
istics of  the  wa\'  he  thought  while  in  blue  spells  which  were  absent 
when  he  felt  well.  Thus  while  in  a  blue  spell  he  felt:  (1)  more  self- 
conscious,  ( 2 )  far  more  aware  of  his  defects,  physical  or  otherwise, 
and  (3)  an  increase  in  logical  ability— a  true  speeding  up  of  the  abil- 
itv  for  induction  and  deduction,  which  reminded  me  of  the  uncanny 
abilitv  displayed  bv  the  obsessive-compulsive  in  his  ruminations,  and 
by  the  paranoid  in  his  delusions. 

It  is  fair  to  note  that  out  of  this  incident  alone  and  its  sequel  the 
blue  spells  diminished  in  frequency,  intensity,  and  duration,  and  the 
patient  faced  them  with  an  increased  confidence. 


Discussion 

With  this  incident  I  want  to  exemplify  the  use  of  the  Socratic 
method  in  psychotherapy,  and  the  importance  of  dealing  with  the 
"ongoing"  situation  as  much,  or  more  than,  with  the  historical  factors, 
such  as  childhood  experiences. 

The  Socratic  method  is  usually  described  as  an  inductive  approach 
to  generalization  by  means  of  a  dialogue.  The  dialogue  which  led  to  a 
more  adequate  definition  of  the  "blues  streak"  and  its  consequences  is 
the  example  in  this  case.  One  difference,  however,  is  that  in  the  So- 
cratic method,  Socrates  spoke  approximately  95  per  cent  of  the  time. 
The  other  member  of  the  pair  usually  limited  himself  to  agree  with  or 
to  state  the  conclusions  to  which  the  thinking  of  Socrates  led.  In  the 
incident  described  one  can  see  a  greater  cooperation  on  the  part  of 
the  patient.  Here  too,  however,  the  therapist,  making  use  of  his  greater 
experience  or  knowledge,  leads  the  patient  by  questions  to  the  thera- 
peutic insights.  In  my  experience  the  patient  often  cooperates  even 
more,  and  often  it  is  he  who  gives  the  striking  answers  or  observations 
on  the  problems  set.  In  this  case  the  patient's  later  ability  to  discover 
by  himself  some  of  the  characteristics  of  his  thinking  while  in  blue 
spells  is  a  good  example.  I  should  add  that  the  use  of  this  modified 
Socratic  procedure  has  often  made  my  patients  capable  of  applying 
the  same  procedure  to  the  problems  of  life  after  the  cessation  of  the 
psychotherapy. 

The  value  of  dealing  with  the  "ongoing"  situation  cannot  be  over- 
emphasized. Although  I,  too,  dedicate  many  of  the  beginning  sessions 
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of  psycliollicrapy  to  elucidate  the  cliildliood  experiences  and  the  in- 
teraction of  the  patient  witli  In's  parents  and  other  iTK^mhers  of  his 
houseliold  in  tlie  successive  stages  of  his  development,  I  have  found 
myself  dedicating  an  ever  increasing  portion  of  the  sessions  to  the 
problems  that  the  patient  faces  in  his  everyday  life — his  actions  and 
his  reactions  to  himself  and  to  others.  The  incident  here  discussed 
shows  that  simply  elaborating  the  way  the  patient  felt  at  this  particu- 
lar interview  led  to  his  overcoming  a  mood  and  to  the  development  of 
a  device  and  a  plan  of  action  which  later  proved  of  value  in  his  case. 
Dealing  with  the  problems  of  the  ])atienf  as  they  come  favors  the  de- 
velopment of  such  devices.  Finally  one  can  not  close  his  eyes  to  the 
valid  and  realistic  ego  boosting  which  is  the  natural  result  of  discovery 
and  which  is  favored  by  the  cooperative  development  of  insights 
which  can  be  put  immediately  to  work  upon  the  immediate  problems 
of  the  patient. 

Albert  Ellis  ... 

Of  all  the  critical  incidents  in  this  volume,  this  incident  is  the  one  which 
I  have  personally  been  most  gratified  to  read:  doubtlessly  because  it  out- 
lines a  method  of  handling  therapeutic  situations  which  is  closest  to  that 
which  I  myself  have  used  for  years.  My  own  method,  which  I  generally  call 
rational  psychotherapy,  but  which  at  more  than  one  public  meeting  I  ha\'e 
likened  to  the  Socratic  dialogue,  was  independently  arrived  at  in  spite  of, 
and  certainly  not  because  of,  my  psychological  and  psychotherapeutic 
training,  which  originally  was  of  a  fairly  orthodox  psychoanalytic  stamp. 
I  am  always  gratified  to  discover  that  other  psychotherapists,  who  also  were 
raised  in  one  or  another  of  the  orthodox  schools,  have  independently  dis- 
covered that  these  orthodoxies  simply  do  not  work  too  well,  and  that  some 
highly  unpublicized  procedures,  such  as  this  Socratic  method,  are  consider- 
ably more  effective. 

What,  essentially,  must  be  done  in  psychotherapy  is  to  change  the 
patient's  attitudes,  especially  his  attitudes  toward  himself  and  others.  This 
can  be  done  by  a  variety  of  ways,  including  even  highly  nondirective  tech- 
niques. But  one  of  the  main,  and  curiously  enough  often  neglected,  methods 
of  changing  an  individual's  irrational  and  illogical  attitudes  is  conxincingly 
to  show  him  how  he  is  starting  with  wrong  premises  and/or  making  mis- 
taken conclusions  from  them.  This  is  what  the  Socratic  method,  when 
effectively  used,  does  beautifully. 

In  this  case,  for  example,  the  therapist,  after  listening  to  the  patient's 
false  generalizations — which  amount  to  the  fact  that  just  because  he  has 


gQ  Socratic  Therapij 

acted  a  certain  way  in  the  past  he  must  continue  to  act  that  way  in  the 
future— con\'incingly  demonstrates  to  the  patient  tliat  "you  can  not  be  that 
way  since  you  just  told  me  that  at  other  times  you  consider  yourself  in  quite 
a  diflFerent  light."  In  other  words,  the  therapist  shows  the  patient  how  illogi- 
cal, starting  from  the  patient's  own  prenases,  his  diinking  is.  This  direct 
manner  of  demonstrating  the  patient's  illogical  retention  of  his  symptoms  is 
radically  difiFerent  from  the  usual  interpretative  technique  of  merely  show- 
ing him  how  he  originally  acquired  these  symptoms;  and  it  is  usually  much 
more  effective  in  getting  him  to  change  his  behavior. 

As  the  therapist  in  this  inst.aice  also  accurately  points  out,  although  the 
history  of  how  the  patient  got  the  way  he  did  has  some  importance,  die 
problem  of  his  current  evervday  life— or  why  he  remains  the  way  he  once 
got— is  in  many  respects  even  more  important.  It  is  this  aspect  of  psycho- 
therapy which  is  much  too  often  seriously  neglected.  My  own  feeling  is  that 
once  therapists  start  consistently  concentrating  on  the  irrational  thinking 
of  the  patient  in  the  here  and  the  now,  and  why  and  how  he  unconsciously 
keeps  thinking  in  ways  that  are  harming  when  he  erroneously  believes  that 
he  is  therebv  helping  himself,  most  of  die  problems  of  psychotherapy  will 
begin  to  be  quite  soluble.  The  Socratic  or  rational  method  of  psychotiierapy 
briefly  and  admirably  outlined  in  this  case  has,  I  am  convinced,  a  most 
important  future. 

O.    HOBART    MOWRER    ... 

One  of  the  encouraging  things  about  the  field  of  psychotiierapy  at  the 
present  time  is  the  extent  to  which  new,  highly  unorthodox  methods  are 
being  tried  out.  The  present  incident  is  a  particularly  refreshing  and  sug- 
gestive example. 

Recenriy  the  present  writer  came  upon  an  aphorism  to  this  effect:  "It  is 
easier  to  act  your  way  into  a  new  way  of  thinking  than  to  think  your  way 
into  a  new  way  of  acting."  Perhaps  this  might  be  rephrased  for  the  present 
discussion  as  follows:  "It  is  easier  to  act  your  way  into  a  new  way  of  feeling 
than  to  feel  your  way  into  a  new  way  of  acting."  Here  the  therapist  is,  in 
effect,  refusing  to  take  the  client's  mood  very  seriously  and  is  clearly  pro- 
posing that  he  look  to  his  actions  rather  than  to  his  feelings. 

All  of  this  is,  of  course,  contrary  to  the  view,  expressed  to  the  writer 
some  years  ago  by  an  analytic  friend,  that  "While  insight  is  not  necessarily 
a  guarantee  of  readjustment,  readjustment  never  occurs  without  it."  Here 
the  emphasis  is  quite  explicitiy  upon  thinking  and,  at  least  implicitly, 
upon  feeling.  Behavior  is  clearly  seen  as  consequential  rather  than,  in  any 
sense,  causal.  Although  Freud  was  never  a  stimulus-response  psychologist 
in  any  formal  sense  of  that  term,  yet  the  kind  of  thinking  just  cited  involves 
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something  of  the  sain(;  view  of  causality:  behavior  is,  so  to  say,  an  end  result. 
But  we  are  now  thinking  increasingly  about  the  feedback  from  behavior. 
Thorndike,  of  course,  sensitized  us  to  one  kind  of  feedback,  or  eflFect,  as  he 
called  it;  and  we  are  now  also  becoming  aware  of  the  great  importance 
of  the  more  immediate  stimulus  conse(|uences  of  action,  as  opposed  to  the 
more  or  less  remote  consequences  which  we  call  rewards  and  punishments. 
Although  this  kind  of  thinking  has  not  as  yet  been  worked  out  so  that  it 
readily  articulates  with  the  approach  to  the  problem  of  moods  exemplified 
in  the  present  case  report,  nevertheless  it  gives  to  such  an  approach  at  least 
a  readier  plausibility  and  comprehensibility. 

It  is  undoubtedly  true  that,  in  one  sense,  feelings  do  control  behavior; 
but  it  is  equally  true  that,  in  another  sense,  behavior  controls  feelings.  It  is 
probably  too  much  of  an  oversimplification  to  assume  that,  for  example, 
merely  acting  happy  makes  one  happy;  but  it  can  hardly  be  denied  that  act- 
ing in  certain  ways  brings  gratifying  reactions  from  others,  and  that  acting 
in  other  ways  has  the  reverse  effect.  Certainly  in  our  generation  there  has 
been  a  too  primal  emphasis  upon  how  we  feel,  rather  than  upon  how  we 
do.^  In  one  of  his  books,  Henry  Link-  tells  of  a  bust  of  Socrates  at  Princeton 
University  with  the  familiar  "Know  thyself"  under  it  which  had,  howexer, 
been  scratched  out  and  replaced  by  "Behave  yourself."  And,  as  a  further 
illustration  of  the  way  earlier  generations  viewed  such  matters,  Harry  Em- 
erson Fosdick,  in  his  recently  published  autobiography,^  relates  the  follow- 
ing incident.  When  Fosdick  was  a  boy,  his  father,  on  starting  to  \\'ork  one 
morning,  called  back  to  his  mother  and  said:  "Oh,  by  the  way,  tell  Harr)- 
to  mow  the  lawn  this  afternoon  if  he  feels  like  it — and  that  he'd  better  feel 
like  it."  While  this  do-or-die  attitude  sometimes  had  its  unhappy  conse- 
quences or  "side  effects,"  the  present-day  over-evaluation  of  feeling  has 
probably  been  far  more  unfortunate. 

At  least  one  young  psychiatrist  \x'hose  work  on  the  rehabiUtation  of 
deteriorated  schizophrenics  is  rapidly  coming  into  prominence^  takes  the 
view  that  this  most  dreaded  of  personality  disorders  is  simply  the  terminal 
state  of  progressive  abandonment  of  responsibility.  Of  course,  sometimes  it 
is  not  easy  to  tell  the  difference  between  our  real  responsibilities  and  oiur 
false  unessential  ambitions  and  desires. 

Finally,  we  note  with  interest  in  the  present  report  the  therapists  grow- 
ing conviction  about  the  importance  of  the  "on-going  situation"  as  opposed 
to  the  common  emphasis  upon  the  individual's  past.  One  of  the  appeals,  no 

1  J.  A.  Gingerelli,  "Psychoanalvsis:  Dogma  or  Discipline?"  Saturday  Review,  March 
23  (1957),  pp.  9-11. 

-  Henry  Link,  The  Return  to  Religion  (New  York:  The  Macmillan  Co.,  Inc.,  1936). 

•^  Harry  E.  Fosdick,  The  Living  of  These  Days  (New  York:  Harper  &  Bros..  Inc., 
1956). 

•1  J.  M.  Slier,  "Schizophrenia  and  Task  Orientation:  An  E.xperimental  Study  of  a 
Structured  Ward  Setting,"  AM  A  Arch.  Neurol.  Psychiut.  ( 1957). 
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doubt,  of  the  latter  approach  is  that  it  reHeves  the  patient  of  "responsibiHty" 
for  his  predicament — but,  alas,  also  relieves  him  of  hope,  hope  for  self- 
directed  change  and  improvement.  If  parents,  religion,  society,  or  the  like 
is  to  "blame"  for  one's  personal  difficulties,  then,  by  the  same  token,  the  only 
cure  is  some  form  of  "treatment,"  again  by  an  outside  agency.  Although  we 
have  as  yet  only  a  meager  theoretical  understanding  in  such  matters,  there 
is  something  which  one  intuitively  senses  as  invigorating  and  healthy  about 
the  general  approach  and  philosophic  outlook  presented  in  this  report.  Of 
course,  individuals  do  indeed  sometimes  reach  a  point  at  which  we  rightly 
say  that  they  are  not  responsible  for  their  actions;  but  it  now  looks  as  if 
there  is  a  large  twilight  zone  of  sickness  in  which  individuals  are  still  "re- 
sponsible" but  do  not  act  responsibhj .  Brute,  empirical  fact  seems  to  be 
reasserting  itself  in  this  connection  and  to  be  giving  us  a  somewhat  more 
sympathetic  and  respectful  view  of  many  of  the  values  and  precepts  of  our 
forebearers  which  we  so  largely  dismissed  in  the  second  and  third  decades 
of  this  century. 


Ruth  Munroe  ... 

The  "Socratic  method"  employed  successfully  in  this  interview  is  an 
example  of  what  I  have  called  "intellectualizing '  techniques.  I  would  agree 
with  the  importance  of  the  "valid  and  realistic  ego  boosting"  involved  in 
the  patient's  self  discovery,  but  would  be  inclined  to  stress  further  the 
aspect  of  cooperative  development — that  is,  the  transfenerce. 

It  would  seem  to  me,  however,  that  this  particular  form  of  "intellectu-  I 
alization"  should  be  used  very  selectively.  In  the  present  instance  the  "blues  | 
streak"  and  self-disparagement  are  parts  of  a  complex  dynamic  picture. 
Probably  they  serve  as  a  sort  of  neurotic  solution  for  his  problems,  perhaps 
as  a  weapon  against  the  therapist.  With  a  different  psychological  constella- 
tion behind  the  depression  (that  is,  psychosis  or  acute  mood  disturbance),  j 
sustained  pressure  toward  logical  thought  could  become  very  burdensome.  | 
The  demand  for  continued  thinking  may  seem  to  the  patient  just  too  much,  j 
leading  to  very  concrete  and  devastating  recognition  of  his  own  inade-  i 
quacy,  and /or  hostility  toward  a  therapist  who  knows  it  all  and  asks  such  a  j 
lot.  I  am  sure  this  therapist  would  agree  that  the  technique  should  be  used 
only  in  sensitive  response  to  active  interest. 

Exception  might  be  made,  perhaps,  for  sparing  use  as  a  kind  of  de- 
liberate pressure  with  some  kinds  of  intellectualizers,  somewhat  like  this 
one,  literally  forcing  them  to  painful  insights.  But  then  one  must  stand  by 
with  reassurance  for  the  wounded  ego,  as  well  as  sympathy  and  support, 
that  is,  "How  fine  that  you  were  able  to  see  this.  .  .  .  This  will  really  help 
the  therapy.  ...  I  think  you're  probably  right  about  this  trend,  but  after 
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all  it's  gcnc;ra]ly  Imnian.  .  .  .  Let's  sec  liovv  you've  l)ecii  liandling  it.  .  .  ." 
— witli  a  leading  Socratie  dialogue  ahoiil  the  |)atient's  assets,  not  as  cover- 
nps  but  as  involving  real  good  leeling,  intelligence,  and  so  fortli.  Tlic  rc- 
assurancc  is  especially  important  il  tlie  patient  lias  r(!aclied  deepc-r  levels  of 
insight  than  the  one  reported  here. 

Socrates  was  more  interested  in  his  ideas  than  in  his  interlf)Cntors.  They 
must  often  have  felt  trapped  and  resentful,  unconvinced  by  the  logic  which 
seemed  to  come  from  their  own  moutlis.  1'he  therapist  must  be  extremely 
careful  to  avoid  this  impr(^ssion.  Many  patients  would  rather  be  tcjld  some- 
thing straight  than  feel  that  they  are  being  led  by  the  nose  into  insights 
prefigured  in  tlie  therapist's  mind.  It  must  often  be  difficult  for  the  patient 
to  preserve  a  genuine  sense  of  spontaneity  through  a  long  series  of  system- 
atic questions.  (Note  that  even  this  patient  remarks:  "1  don't  know  what 
you  want  me  to  say.")  Unless  he  achieves  a  very  vivid  feeling  of  discovery 
such  as  comes  rarely  in  prolonged  therapy — an  informative  speech  may 
further  induce  a  mood  of  intellectual  learning  or  critical  debate  foreign  to 
the  therapeutic  process.  It  may  work  against  true  insight. 

Although  this  therapist  is  clearly  able  to  use  a  modified  Socratie  method 
flexibly  and  creatively,  imitators  might  easily  become  rather  too  Socratie. 
The  pointed  question  is  one  of  our  most  eflFective  means  of  interpretation. 
In  general,  however,  I  feel  that  the  prolonged  series  should  be  avoided. 
One  can  usually  accomplish  the  same  results  with  a  less  systematic  logical 
approach,  phrasing  a  few  simple  questions  in  such  a  manner  as  to  start  the 
patient  "thinking,"  but  in  close  relationship  to  his  immediate  feelings.  One 
may  often  fruitfully  share  one's  special  knowledge  and  experience  with  the 
patient,  but  usually  more  by  intimation  than  by  a  didactic  speech.  I  some- 
times use  or  pick  up  from  the  patient  some  big  psychological  word  and  ask 
him  what  it  means.  Sometimes  this  is  enough,  sometimes  one  must  ask 
further,  "How  does  this  apply  to  you?"  The  patient's  definition  often  gi\es 
the  clue  to  a  clinical  definition  appropriate  at  the  moment,  which  the  thera- 
pist may  adopt  with  some  distortion  of  scientific  usage — not  so  far  off. 
however,  that  the  patient  could  sniff  out  a  rat  in  later  reading. 

The  point  is  to  enlist  the  patient's  ego  on  the  side  of  the  angels.  For 
most  patients  this  is  accomplished  more  effectively,  I  think,  hx  a  broad 
sharing  of  a  benign,  understanding  approach  ivith  the  therapist,  utilizing 
the  transference,  than  by  guided  logic  and  scientific  instruction  more  defi- 
nite than  any  of  us  can  fully  justify  in  our  slippery  field. 


E.  H.  Porter  .  .  . 

This  case  is  presented  in  order  "to  exemplify  the  use  of  the  Socratie 
method  in  psychotherapy  and  the  importance  of  dealing  \\ith  the  'ongoing" 


34  Socratic  Therapy 

situation  as  much  or  more  than  with  the  historical  factors,  such  as  childhood 
experiences." 

For  some  years  I  ha\'e  proposed  that  perceptual  reorganizations  take 
place  only  when  apparently  unrelated  elements  can  be  brought  into  juxta- 
position. Certainly  the  therapeutic  hour  with  its  opportunity  for  the  con- 
sideration of  apparently  unrelated  elements  is  a  setting  more  likely  to  pro- 
mote perceptual  reorganization  than  is  an  everyday  life  situation  in  which 
contrasts  are  not  so  immediately  experienced. 

Is  it  not  widely  agreed  that  emotional-perceptual  reorganizations  are 
much  more  likely  to  occur  when  the  emotional  elements  are  present?  The 
therapist  is  stating  here  that  when  a  patient  talks  about  how  he  felt  some 
time  in  the  past,  little  is  to  be  accomplished  by  dealing  with  such  ghosts. 
The  client-centered  therapist  would  hasten  to  agree.  However,  he  would 
probably  not  need  to  be  urged  to  point  out  that  the  feelings  with  which  he 
deals  in  such  an  instance  are  the  feelings  the  client  has  now  about  the 
feelings  he  had  earlier,  so  that  the  client-centered  therapist  is  always  deal- 
ing (or  trying  to)  with  the  "ongoing  situation." 

I  am  tempted,  at  this  point,  to  reconstruct  the  patient's  flow  of  words  in 
a  manner  typical  of  that  found  in  client-centered  therapy  as  an  illustration 
of  how  the  same  emotional-perceptual  reorganization  could  have  occurred 
in  the  absence  of  a  Socratic  approach.  I  choose  deliberately  to  desist,  how- 
ever, since  it  would  be  artificial  at  best,  and  because  we  have  numerous 
examples  of  phonographically  recorded  and  transcribed  client- centered 
interviews  which  illustrate  the  process  in  fact. 

Let  us  turn  to  this  therapist's  rather  amazing  statement  ( amazing  in  that 
he  writes  as  if  he  felt  himself  to  be  the  director  of  the  therapeutic  process ) : 
"Finally  one  cannot  close  his  eyes  to  the  valid  and  realistic  ego  boosting 
which  is  the  natural  result  of  discovery.  .  .  ."  The  client-centered  therapist 
would  agree  most  strongly  with  this  assertion.  It  is  awfully  puzzling  to  the 
client-centered  therapist  why  other  therapists,  once  they  have  hit  upon  this 
concept,  do  not  try  to  order  their  therapeutic  behavior  more  completely 
around  efforts  to  promote  discovenj  by  patients  and  to  abandon  efforts  to 
teach. 


David  Riesman  .  .  . 

Rogerian  and  other  therapies  which  accept  the  patient  and  favor  non- 
directive  interviewing  rather  than  the  kind  of  challenging  Socratic  inter- 
viewing here  employed  seem  to  me  especially  useful  when  one  is  dealing 
with  patients  who  have  been  exposed  to  arbitrary  power  and  for  whom 
a  permissive  or  accepting  situation  is  a  radical  novelty.  But  many  of  the 
college-educated  have  been  brought  up  permissively  both  at  home  and 
at  schools  and  find  little  that  is  liberating  in  a  therapist  who  accepts  them. 
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Occasionally  sucii  a  patient  and  therapist  between  tliom  manage  to  builfl 
up  a  legend  conccniing  tlie  patient's  life  and  tl)f'  p(;fjple  or  circumstances 
that  have  harmed  tlic  pati(;nt — a  legend  c(;mforting  to  the  patient  in  the 
short  run  but  not  particularly  productive  for  him  (this  is  especially  likely 
since  many  therapists  hav(;  very  limited  knowledge  of  the  social  and 
cultural  backgrounds  of  their  patients  and  hence  can  the  more  readily 
fall  in  with  their  patient's  interpretations  of  "reality").  Indulgence  has  a 
quite  different  meaning  with  many  college  students  than  with  patients 
who  come  from  the  radically  deprived  backgrounds  of,  for  example,  those 
in  Chapters  1  and  4. 

As  just  indicated,  the  modified  Socratic  method  employed  here  which 
challenges  the  patient's  own  intelligence  and  own  will  power  seems  par- 
ticularly appropriate  in  cases  where  patients  "let  themselves"  nm  on  in  a 
depressed  mood.  As  Allen  Wheelis  remarks,"*  a  long  psychoanalytic  tradi- 
tion rejects  a  concept  such  as  will  power  as  a  Victorian  spook  to  be  kept 
in  the  attic  along  with  those  old-fashioned  psychiatrists  who  tell  young 
men,  "Just  buck  up,  young  fellow,  and  square  your  shoulders!"  But  to  come 
through  the  patient's  mood  indigo  in  the  unthreatening  way  that  was  here 
employed  is  not  simply  a  demand  for  moral  athleticism  but  rather  a  de- 
mand that  the  patient  take  an  active  part  in  his  own  analysis.  This  is 
shown  by  the  therapist's  requirement  that  the  patient  keep  a  journal  or 
diary  in  which,  rather  than  simply  "accepting"  his  own  moods,  he  must 
face  the  burden  of  recording  and  analyzing  them  with  the  aim  not  simph' 
of  reportage  but  of  gaining  control. 

Very  likely,  in  many  of  these  incidents  the  therapists  report  misgivings 
about  use  of  their  own  powers  beyond  the  usual  norms  of  passivitv  not 
only  because  of  ingrained  tradition  but  also  because  such  use  of  power 
is  easy  to  exploit  and  abuse  (and  possibly  some  therapists  still  fear  theii" 
own  tendencies  toward  omnipotence).  Yet  the  dialectical  method  used 
here  is  a  protection  against  both  the  patient's  dependenc\-  and  the  thera- 
pist's aggrandisement  and  thus,  wherever  it  can  be  used,  seems  to  safe- 
guard both  sides. 


Frederick  C.  Thorne  .  .  . 

The  therapist  reports  that  many  of  his  patients  enter  interxiews  in  an 
anxious  depressed  mood  and  leave  feeling  more  optimistic  and  cheerful, 
and  he  interprets  this  change  somewhat  hopefullv  to  his  therapeutic 
manipulation  of  devices  for  modifying  depressive  moods.  Actuallv,  almost 
all  patients  feel  better  at  the  end  of  interviews,  presumably  as  a  result  of 

5  Allen  WheeUs,  "Will  and  Psychoanalysis,"  /.  Amer.  Psychoanal.  Ass.,  IV  ( 1956), 
pp.  285-303. 
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catharsis  and  therapeutic  attention,  and  it  is  uncritical  to  explain  such 
effects  as  due  to  any  active  intervention  in  the  absence  of  more  valid  proof. 
It  is  obvious  that  the  dynamics  of  this  incident  are  operating  on  sympto- 
matic levels  to  train  the  client  to  be  more  accepting,  insightful,  and  stoic 
concerning  his  symptoms,  and  questionably  involve  any  intervention  with 
etiologic  depth  factors. 

It  is  important  diagnostically  to  determine  how  frequently  any  client 
may  need  to  ventilate  or  "blow  off"  painful  feelings  which  tend  to  accumu- 
late under  increasing  pressure  until  the  client  feels  that  he  may  "blow  my 
stack"  or  do  something  impulsive.  Clients  may  need  to  ventilate  the  same 
feelings  over  scores  of  interviews,  and  the  therapist  should  encourage 
them  to  come  sufficiently  often  so  that  undue  pressure  does  not  build  up. 
Some  clients  feel  guilty  and  embarrassed  over  spending  so  much  time  and 
money  just  saying  the  same  thing  over  and  over,  and  may  actually  termi- 
nate therapy  prematurely  because  they  do  not  see  what  good  it  is  doing, 
and  because  they  feel  they  should  be  able  to  do  it  alone  at  home.  With 
such  clients  we  insist  that  they  come  regularly  whether  they  think  it  is 
doing  any  good  or  not,  as  long  as  any  pressure  symptoms  continue  to  exist. 
With  many  clients,  the  important  thing  is  to  be  "doing  something  about 
the  problem"  and  some  relief  is  gained  symptomatically  simply  by  doing 
something  (we  often  wonder  if  it  matters  what) .  Some  kind  of  therapeutic 
activity  tends  to  carry  the  client  along  through  difficult  moods  until  con- 
structive forces  in  the  personality  become  dominant  again.  The  fact  that 
the  client  in  this  case  was  able  to  obtain  some  benefit  from  "thought- 
control"  techniques  probably  indicates  that  his  condition  was  not  too 
severe,  and  that  he  had  sufficient  control  to  cooperate  and  benefit  from 
relatively  superficial  manipulations.  The  difficulty  with  such  forms  of 
therapy  is  that  they  may  be  ineffectual  with  more  seriously  disturbed 
clients  who  cannot  control  their  feelings  and  thoughts  enough  to  be  able 
to  direct  them  into  more  positive  channels. 

We  agree  with  this  therapist  that  it  is  very  valuable  to  thoroughly 
acquaint  each  client  with  the  nature  of  feelings  and  emotions  and  their 
effects  upon  other  mental  processes.  We  often  instruct  the  client  to  try 
to  identify  states  of  anxiety,  hostility,  excitement,  or  depression,  and  then 
to  study  their  effects  upon  thinking.  It  may  be  particularly  important  to 
warn  the  client  not  to  make  any  vital  decisions,  such  as  changing  jobs, 
getting  a  divorce,  or  undertaking  a  business  transaction,  while  in  such  a 
mental  state.  We  know  of  several  instances  where  such  warnings  prevented 
unwise  impulsive  actions.  However,  the  therapist  has  some  responsibility 
to  diagnose  whether  or  not  the  client  is  dangerously  impulsive  and,  if  so, 
whether  or  not  he  can  actually  be  expected  to  control  himself.  It  is  not 
unusual  for  a  deceptively  mild  depressive  to  attempt  suicide,  and  many 
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cases  will  give  no  warning.  This  means  that  all  dcpressives  should  be 
watched  closely  for  signs  of  dangerous  impulsiveness. 

One  important  eflPect  of  desensiti/ing  methods  is  that  the  client  leams 
to  live  with  and  even  accept,  disturbing  feelings  which  formerly  made 
him  anxious  and  panicky.  We  interpret  to  clients  that  all  people  have 
quotas  of  anxiety,  frustration,  agressi(;n,  and  ambivalence  which  are  just 
as  normal  as  night  or  day.  We  reassure  them  that  such  states  d(j  n(jt  mean 
that  they  are  going  to  lose  their  mind,  faint  while  in  public,  or  make  sc;me 
spectacle  of  themselves.  The  client  is  helped  to  understand  that  such  feel- 
ings compose  the  ordinary  vicissitudes  of  life,  and  must  be  accepted  as 
one  would  accept  one's  own  shadow.  We  explain  that  to  be  anguished  is 
the  worst  part  of  being  neurotic. 


1  Loue  You, 
Doctor'' 


The  patient  was  a  very  beautiful  widow,  21  years  of  age,  who  had 
had  a  bad  time  during  her  first  marriage,  largely  because  she  had 
weakly  kowtowed  to  a  dominating,  rather  psychopathic  husband,  and 
who  was  being  privately  seen  because  she  did  not  want  to  make  the 
same  mistake  in  a  second  marriage.  She  was  seen  for  five  sessions  of 
active  psychoanalytically  oriented  psychotherapy  and  was  reacting 
quite  well  as  far  as  recognizing  her  problems  and  tiying  to  do  some- 
thing about  them  was  concerned.  She  began  dating  again,  which  she 
liad  previously  been  afraid  to  do;  and  she  began  to  stand  up  against 
the  continual  nagging  of  her  parents,  with  whom  she  was  Hving,  and 
to  set  about  getting  a  job  and  moving  into  an  apartment  of  her  own. 

Incident 

During  the  sixth  session  the  patient  said  that  she  had  conferred 
with  the  physician  who  referred  her  for  therapy  and  had  agreed  with 
him  that  she  just  had  to  be  perfectly  honest  and  tell  me  that  she  was 
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"terribly  attracted"  to  me;  that  she  was  sure  that  she  would  be  just  as 
attracted  had  she  met  me  socially  rather  than  in  therapy;  and  that  she 
kept  having  constant  thoughts  about  "going  out"  with  me.  She  had 
asked  this  physician  about  me,  had  learned  that  1  was  not  presently 
married,  and  would  very  much  like  to  have  an  affair  with  me  for  the 
purpose  of  seeing  how  well  we  got  along  together,  with  marriage  as 
the  possible  ultimate  goal. 

I  quickly  pointed  out  to  this  patient  the  transference  elements — 
particularly  the  fact  that  I,  like  her  first  husband,  was  considerably 
older  than  she,  and  that,  like  her  father  (who  was  a  professor  of  phil- 
osophy), I  was  a  professional  person  and  an  authority  figure.  She  said 
tliat  she  had  already  considered  these  transference  possibihties,  but 
that  she  had  distinctly  rejected  them.  She  was  certain  that  she  just 
wanted  me  as  a  man,  and  that  if  she  had  met  me  outside  of  therapy 
she  would  have  been  equally  attracted  to  me.  The  tone  of  my  voice, 
she  said,  when  she  first  called  to  make  an  appointment  with  me,  had 
distinctly  appealed  to  her;  and  I  just  had  those  attributes  which  she 
had  always  gone  for  in  men. 

I  saw  that  there  was  no  persuading  this  patient  that  her  attraction 
to  me  was  largely  or  solely  the  result  of  classic  transference  feelings; 
so  I  graciously  accepted  her  sentiments,  and  spent  most  of  the  rest  of 
the  session  explaining  to  her  that,  although  therapists  might  often  be 
equally  attracted  to  their  patients  as  the  patients  might  be  to  the 
therapists,  the  therapeutic  relationship  was  such  that  it  made  all  so- 
cial-sex relations  between  patient  and  therapist  utterly  impossible; 
and  that,  alas,  was  all  there  was  to  it.  Normally,  I  said,  such  feeling  as 
she  had  for  me  would  go  away,  especially  as  she  became  interested  in 
other  males;  but  if  she  felt  too  uncomfortable  in  the  relationship,  and 
felt  that  she  could  not  tell  me  intimate  things  about  herself  because  of 
her  attraction  to  me,  then  we  would  just  have  to  teniiinate  the  therapy 
and  I  would  be  glad  to  refer  her  to  a  colleague.  She  said  that  she 
thought  she  would  not  be  able  to  continue  on  this  basis,  since  her  at- 
traction to  me  was  so  intense  as  to  make  things  too  painful  for  her;  but 
tliat  she  would  think  the  matter  over  more  carefully  and  tell  me  at 
the  next  session  what  her  decision  would  be. 

At  the  following  session,  she  told  me  that  she  had  considered 
everything  carefully  and  that  she  had  decided  to  teniiinate  therapy 
with  me.  I  agreed  that  that  might  well  be  the  best  decision,  and  gave 
her  the  names  of  two  colleagues  whom  she  might  see.  Then,  being 
convinced  that  her  attachment  to  me  actualh  was  mainl\-  on  a  realit^" 
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basis  and  not  the  result  of  classic  transference,  I  asked  her  how  old 
she  thought  I  was.  She  said  that,  judging  bv  my  appearance  and  the 
dates  on  mv  diplomas,  she  was  sure  I  was  thirty-five.  I  replied  that  I 
was  flattered  by  her  views,  but  that  actually  I  was  forty-one,  and  that 
she  had  partly  been  misled  by  the  fact  that  my  bachelor's  diploma, 
which  was  not  displayed  in  my  waiting  room,  had  been  obtained 
man\'  \ears  before  my  graduate  school  diplomas,  which  were  dis- 
played. 

As  soon  as  she  heard  that  I  was  rather  older  than  she  had  thought, 
she  honestlv  exclaimed  that  she  thought  that  I  was  definitely  too  old 
for  her:  since  her  first  husband  had  been  thirtv-five,  and  even  he  had 
seemed  a  little  too  old  at  times,  and  didn't  want  to  go  out  as  much  as 
she  did  and  "have  a  good  time"  in  the  way  she  wanted.  I  then  took 
the  opportunity  to  say,  very  briefly,  that  I  doubtlessly  would  be  much 
worse  than  he  was  in  this  respect,  since  I  was  quite  dedicated  to  my 
work  and  did  not  enjoy  dancing,  beach-going,  and  many  other  activ- 
ities which  other  people  like  herself  did.  With  every  word  I  said  her 
attitude  toward  me  visibly  changed,  and  it  could  be  seen  that  in  her 
estimation  my  value  as  a  possible  sex  companion  and  marriage  partner 
was  rapidlv  going  down.  Just  before  the  session  ended  she  said:  "You 
know,  in  the  light  of  this  information  I've  just  learned  about  you,  I 
feel  that  I  really  could  never  get  along  with  you  as  well  as  I  thought 
on  a  social  level.  And  I'm  wondering  whether  it  might  not  be  possible 
to  go  on  with  you  in  therapy  after  all.  Yes,  I  think  it  might." 

I  told  her  to  think  the  matter  over  again,  and  that  I  would  be  glad 
to  continue  to  see  her  if  she  desired.  She  left;  and  later  that  day  she 
called  to  say  that  she  had  decided  that  she  would  continue  in  therapy 
with  me.  Thereafter,  I  saw  her  for  another  year,  until  she  became  con- 
siderablv  better  adjusted  and  made  what  seems  to  be  a  good  mar- 
riage; and  during  the  course  of  our  subsequent  sessions  we  never  had 
any  difficulty  whatever  over  her  feelings  toward  me. 

Discussion 

Much  of  what  is  cavalierly  called  "transference"  by  many  thera- 
pists, and  dogmatically  interpreted  to  their  patients  as  such,  seems 
actually  to  be  the  patient's  becoming  attached  to  the  therapist  on  a 
fairly  clearcut  reality  basis.  The  therapist  is,  after  all,  usually  quite 
intelligent;  a  sxmpathetic  listener;  fairly  cultured;  of  good  socio-eco- 
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nomic  standing;  and  seemingly  of  a  suitable  age  to  many  oi  his  fe-male 
patients.  \\  they  met  him  socially,  many  ol  them  |)ro})al)Iy  would  he 
quite  attracted  lohini,  sinc(^  he  fills  the  steicolvjx'  f>l  what  many  w(,'ll- 
edncated  and  middle-class  yoimg  women  are  l(joking  for  in  a  husband 
or  lover.  This  is  not  to  gainsay  the  fact  that  in  many  instances  patients 
fall  in  love  with  their  therapists  because  the  latter  unconsciously  rep- 
resent father-figures,  authority-symbols,  and  so  forth.  But  in  many 
other  cases  tliey  may  fall  in  love  witli  him  because  he  is  a  man — and, 
very  possibly,  one  of  the  most  attractive  men,  in  many  ways,  that  they 
have  ever  been  able  to  meet  often  and  on  intensive  terms.  In  these 
cases,  I  find  it  loest  to  acknowledge  the  patient's  attachment  on  a 
reality  level  and  to  try  to  use  it  constructively  in  the  therapv  or  else  to 
continue  the  therapeutic  relationship  in  spite  of  the  difficulties  this 
attachment  begets.  This  does  not  always  work,  and  frequentlv  the 
therapy  has  to  terminate.  But  to  insist  that  classic  transference  exists 
where  it  patently  does  not  leads  to  other  difficulties,  including  the 
avoidance  of  some  of  the  patient's  basic  desires  and  the  forcing  on  her 
of  a  false  interpretation.  Probably  no  perfect  answer  to  this  often- 
occurring  therapeutic  problem  exists.  But  at  least  let  us  recognize  that 
it  is  a  problem! 

C.  Knicht  Aldrich  .  .  . 

This  one  is  a  problem,  all  right;  in  fact,  it  brings  up  a  lot  of  problems. 
One  of  them  certainly  is  the  loose  way  professional  people  use  the  term 
"transference."  Another  is  the  assumption  that  a  patient's  emotional  re- 
action must  be  determined  either  by  reality  factors  or  by  transference 
factors,  whereas  in  this,  as  in  most  cases,  both  factors  play  a  part.  The 
same  rationale  applies  to  the  therapist's  reactions;  both  reality  and  counter- 
transference  make  their  contributions. 

Much  of  the  writer's  discussion,  therefore,  implies  a  dichotomy  which 
does  not  exist.  For  example,  the  therapist's  attempt  to  reduce  this  patient's 
relationship  to  him  to  "a  fairly  cleancut  reality  basis "  can  hardly  explain 
the  appeal  of  his  voice  when  she  called  to  make  the  first  appointment.  I 
would  suspect  in  such  a  case — and  of  course  would  need  confirmation — 
that  seduction  was  her  usual  approach  to  men,  and  that  it  concealed  hos- 
tility rather  than  affection. 

I  further  believe  that  the  therapist's  initial  response  of  coimterseduc- 
tiveness  almost  frightened  her  out  of  therapv,  but  that  his  re\ersal  in  the 
next  interview  reassured  her.  So  let  us  look  at  the  therapist,  ^^'hen  the 
patient  makes  her  proposition,  the  therapist  retreats  behind  her  alleged 
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transference,  stating  in  effect  that  the  seduction  (attack?)  is  not  aimed 
at  him.  She  brushes  this  off,  whereupon  he  retreats  again,  with  alleged 
grace,  to  an  overlong  ("most  of  the  rest  of  the  session")  avowal  of  his 
professional  reasons  for  not  responding  to  her  overtures.  At  the  same  time 
he  reveals,  or  pei'haps  I  should  say  suggests,  the  possibility  of  his  personal 
interest  ( "therapists  might  often  be  equally  attracted"  but  the  professional 
relationship,  '\ilo.s,  was  all  there  was  to  it").  "Alas"  may  have  been  said 
facetiousl)',  but  this  was  no  time  for  facetiousness.  In  the  old  joke  about 
this  situation,  you  remember,  the  patient  says:  "O.K.,  I  fire  you  as  my 
therapist;  let's  go  to  bed." 

So  if  seduction  equals  hostility,  counterseduction  equals  counter- 
hostility,  and  the  patient  is  too  scared  to  stay  in  treatment.  But  when  he 
tells  her  he's  41,  not  35,  and  likes  his  work  better  than  dancing,  all  her 
attraction  for  him  vanishes.  Why  so?  He  is  still  a  cultured,  intelligent,  good 
listener  with  the  same  attributes,  tone  of  voice,  and  socio-economic  posi- 
tion, and  not  enough  extra  years  to  account  for  quite  so  rapid  a  reversal 
in  her  feelings.  I  think  that  balancing  her  fear  of  his  (hostile?)  sexual 
interest  is  such  a  strong  need  for  help  from  him  that  she  accepts  his  age 
and  his  devotion  to  work  at  face  value,  and  represses  her  seductiveness 
( with  or  without  hostility )  so  successfully  that  it  is  never  heard  from  again 
( ".  .  .  during  the  course  of  our  subsequent  sessions  we  never  had  any  diffi- 
culty whatever  over  her  feelings  towards  me").  This  may  have  been  to 
her  advantage,  depending  on  the  goals  of  therapy.  Be  that  as  it  may,  I  do 
believe  that  in  this  incident  there  appears  transference  and  countertrans- 
ference  as  well  as  reality  and  counterreality. 

Rudolf  Dreikurs  .  .  . 

The  therapist's  evaluation  of  the  situation  is  correct.  The  attraction  of 
the  patient  was  not  necessarily  based  on  transference  but  probably  quite 
real.  The  reasons  which  are  given  for  such  attractions  can  well  be  accepted. 
There  are  a  few  other  factors  which  may  be  added.  First  of  all,  the  thera- 
pist behaves  usually  differently  in  his  consultation  room  than  he  would 
outside  as  a  fellow  human  being.  The  patient  may  be  inclined  to  assume 
falsely  that  he  would  show  the  same  friendly  and  warm  understanding  in 
a  man-woman  relationship  that  he  shows  in  his  office.  Furthermore,  for 
many  patients  the  relationship  to  the  therapist  is  the  best  they  ever  had, 
or  perhaps  the  first  good  human  relationship  in  their  life.  Consequently, 
if  patient  and  therapist  are  of  the  opposite  sex,  his  or  her  relationship  to 
the  therapist  is  often  a  much  more  friendly  and  understanding  heterosexual 
relationship  than  he  ever  experienced.  For  this  reason,  falling  in  love  may 
often  be  well  understood  on  the  basis  of  the  common  search  for  a  compati- 
ble mate. 
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However,  thcR;  is  one  factor  which  usually  prevents  such  occurrences, 
and  which  indicates  a  neurotic  attitude,  if  the  patient  permits  herself 
to  fall  for  such  a  temptation.  As  a  rule,  the  patient  is  aware  of  the  fiope- 
lessness  of  such  an  attachment.  Only  a  pessimistic  attitude  toward 
eventual  happiness  in  marriage  would  lead  the  patient  to  disregard  the 
red  light  for  such  a  venture  and  be  rather  attracted  by  something  that 
is  impossible.  These  are  the  patients  who  usually  make  a  wrong  choice, 
as  if  to  prove  the  correctness  of  their  underlying  pessimism.  One  wonders 
whether  or  not  being  attracted  to  the  therapist  in  such  an  overwhelming 
way  is  not  indicative  in  this  incident  of  the  patient's  intention  to  fall  for 
the  wrong  man.  This  possibility  is  not  explored  by  the  therapist,  at  least 
not  reported  during  this  episode. 

But  such  exploration  seems  to  be  warranted. 

Another  frequent  occurrence  is  the  patient's  desire  to  deprive  the  thera- 
pist of  his  specific  role  and  function  by  making  an  ordinarv  man  out  of 
him.  We  find  such  tendencies  among  patients  who  try  to  control  the 
situation,  to  put  others  in  their  services,  and  to  resist  influence  and  con- 
trol by  others.  We  know  too  little  about  this  patient  to  justify  any  such 
assumption. 

Jerome  D.  Frank  .  .  . 

Practically  all  suflFerers  from  neurotic  and  psychotic  illness  are  demoral- 
ized. This  demoralization  is  perhaps  the  main  factor  impeding  their  im- 
provement in  treatment,  because  it  detracts  from  their  ability  to  unlearn 
old  patterns  of  behavior  and  feeling  and  learn  better  ones.  It  has  many 
sources,  but  an  important  one  is  the  patient's  loss  of  confidence  in  his 
ability  to  perceive  himself  and  other  persons  correctly.  His  distorted  inter- 
personal perceptions  and  responses  are  usually  important  sources  of  his 
maladaptive  behavior.  The  resulting  experiences  of  failure  and  frustra- 
tion lead  to  progressive  loss  of  morale,  against  which  he  tries  to  protect 
himself  by  further  misperceptions  of  others,  resulting  in  a  \icious  circle. 

In  the  treatment  situation  the  patient's  perceptions  of  the  therapist 
are  partly  veridical  and  partly  distorted  by  the  patient's  moti\  ations  and 
needs.  One  of  the  best  ways  of  helping  a  patient  to  gain  self-confidence 
is  to  help  him  sort  out  those  aspects  of  his  perceptions  of  the  therapist 
which  are,  in  fact,  correct  from  those  which  are  distorted,  and  to  acknowl- 
edge when  the  patient  has  perceived  the  therapist  correcth-.  In  this  example 
the  therapist,  by  accepting  without  false  modesty  or  false  pride  the  fact 
that  the  patient  might  find  him  attracti\'e,  enabled  them  both  to  identify 
a  misperception  of  his  age,  which  again  had  a  reasonable  basis,  nameh" 
the  dates  on  the  diplomas,  ^^^hen  this  misperception  was  corrected,  the 
infatuation  based  on  it  also  died  do\\Ti,  and  the  relationship  was  able  to 
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progress.  At  the  same  time,  the  patient's  confidence  in  her  abihty  to  per- 
ceive others  correctly  was  enhanced,  and  she  was  enabled  to  continue  a 
relationship  \\'hich  was  genuinely  helpful  to  her. 

The  basis  of  all  successful  therapeutic  relationships  is  the  patient's 
faith,  or  at  least  hope,  that  the  therapist  can  help  him.  The  patient's 
favorable  expectancies  are  based  partly  on  the  therapist's  social  role— 
that  is,  the  cues  which  indicate  to  the  patient  that  he  is  a  trained  psycho- 
therapist—and partly  on  distorted  perceptions  of  him  based  on  trans- 
ference, but  also  on  his  real  personal  attributes.  Sometimes  it  happens  that 
a  patient's  attraction  for  or  dislike  of  a  therapist  is  so  well  based  on  his 
correct  perception  of  the  therapist  that  it  cannot  be  resolved.  In  such  a 
case  it  is  better  to  recommend  a  change  of  therapist  than  to  go  on  trying 
to  convince  the  patient  of  something  that  he  knows  is  not  true,  namely 
that  his  feelings  are  based  on  transference.  This  attitude  on  the  therapist's 
part  only  serves  to  heighten  further  the  patient's  distrust  of  his  own  per- 
ception and  therefore  his  demoralization.  Labelling  as  transference  all  of 
patients'  positive  or  negative  feelings  for  the  therapist  is  the  easiest  way 
for  the  therapist  to  protect  himself.  One  sign  of  a  therapist's  self-confidence 
and  maturity  is  his  ability  to  acknowledge  when  the  patients'  perceptions 
of  him  are  correct  and  to  accept  friendly  or  hostile  feelings  based  on  cor- 
rect preceptions  as  genuine. 

Iago  Galdston  .  .  . 

This  critical  incident  touches  upon  a  rather  important  and  not  un- 
common problem  in  psychotherapy,  and  the  discussion  of  the  incident 
contributed  by  its  reporter  is  all  to  the  good.  It  is  a  laudable  shaft  thrust 
at  and  through  a  classical  sham  and  humbug.  Analysts  like  to  pose  in  the 
guise  of  psychic  castrates,  or  as  the  victims  of  a  "syringomyelia  of  the 
libido,"  that  is,  immune  and  unresponsive  to  their  patient's  erotic  evoca- 
tions and  provocations. 

However,  this  case  history  and  the  incident  reported  do  not  appear 
to  support  the  analyst's  assumption  that  this  was  an  instance  of  "attach- 
ment on  a  clearcut  reality  basis."  I  rather  think  that  it  was  a  pseudo- 
attachment,  and  part  of  the  fundamental  neurotic  pattern  of  this  "very 
beautiful  widow  of  21." 

It  is  difficult  to  reconcile  the  statement  that  she  had  had  a  bad  time 
during  her  first  marriage  "because  she  had  weakly  kowtowed  to  her  domi- 
nating husband"  with  her  aggressive  "forward  behavior"  evinced  in  solicit- 
ing the  therapist  after  the  sixth  session.  She  rather  presents  the  picture  of 
a  calculating  and  domineering  personality. 

Thus,  she  is  not  averse  to  discussing  with  "the  physician  who  referred 
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her"  her  enchantment  with  the  psychotherapist,  nc^r  does  sh(;  hesitate  to 
suggest  "a  sampling  affair,"  hedged  in,  however,  with  the  caveat  of  "mar- 
riage as  a  possible  ultimate  goal."  This  was  most  likely  to  sop  to  her 
shadowy  superego.  This  then  is  an  instance  of  manipulative  evocation 
with  a  herding  toward  marriage — altogetlier  a  far  cry  from  the  behavicjr 
of  a  weakly  kowtowing  female.  It  rather  spells  an  attempt  to  take  posses- 
sion of  the  therapist — lock,  stock,  barrel,  and  wedding  ring. 

Equally  significant  is  the  facile  way  in  which  the  young  lady  was 
dissuaded.  The  six-year  error  in  her  estimate  of  the  therapist's  age,  and 
the  proverbial  fifty  minutes  of  the  therapist's  hour,  were  sufficient  to  dis- 
sipate her  attractions  to  the  therapist,  her  desires  for  "an  afiPair,"  and  the 
dreams  of  marriage  with  the  therapist. 

All  this  does  not  vitiate,  but  rather  affirms,  the  therapist's  conclusions 
that  where  a  patient's  attachment  derives  from  reality,  and  may  be,  as  at 
times  it  is,  further  reinforced  by  the  therapist's  counterattachment,  it  is 
good  "to  try  to  use  it  [the  attachment]  constructively  in  the  therapy"  and 
to  continue  the  therapeutic  relationship  in  spite  of  the  difficulties  this  at- 
tachment may  beget. 


O.  Hob  ART  MowRER  .  .  . 

It  is  fortunate  that  this  incident  has  been  reported  and  is  included  in 
this  series,  for  it  typifies  an  experience  that  occurs  over  and  over  again 
in  the  psychotherapeutic  situation.  Some  therapists  insist  that  it  never 
happens  to  them  and  that  when  it  happens  to  others  it  is  because  they 
have  in  some  way  provoked  or  invited  it.  Yet  the  phenomenon  is  so  \ery 
common  and,  despite  its  frequency  of  occurrence,  often  so  surprising  that 
it  can  hardly  be  a  product  solely  of  the  therapist's  own  wishes. 

The  therapist  in  the  present  incident  alludes  to  one  type  of  explanation 
that  has  been  advanced  in  this  connection  and  deals  at  greater  length 
with  another.  By  "classical  transference  feelings"  he  presumably  means 
an  inverted  Oedipus  or  Electra  complex  in  which  the  indixddual  is  fatally 
attracted  to  the  parent  of  the  opposite  sex.  But,  circumstances  being  what 
they  were  in  the  present  case,  the  therapist  is  prompted  to  question  this 
view  and  to  stress  instead  the  less  intricate  notion  that  there  is,  after  all,  a 
good  deal  of  sheer  realism  in  the  attraction  that  women  h-Ave  for  men 
in  the  therapeutic  situation.  In  the  present  case,  perhaps;  but  generally 
speaking  this  hypothesis  does  not  seem  adequate.  Woman  patients  often 
make  sexual  overtures  to  their  therapists  when  the  latter  are  twice  their 
age,  known  to  be  happily  married,  and  are  in  no  wa)'  axailable  or  appropri- 
ate as  sex  partners,  either  in  or  out  of  marriage. 

In  connection  with  the  comments  already  made  regarding  the  case  in 
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Chapter  3,  it  has  been  pointed  out  that  much  can  be  said  for  the  concept 
of  seduction  of  authority.  When  a  father  and  his  daughter,  or  a  minister 
and  a  woman  member  of  his  congregation,  or  a  man  and  a  woman  employee 
are  sexually  intimate,  it  is  often  assumed  that  the  man  has  been  the  ag- 
gressor, the  seducer;  but  we  cannot  overlook  the  secondary,  nonsexual 
gains  which  are  involved  for  the  woman  in  nearly  all  such  cases.  Where 
the  man  stands  in  moral  and/or  practical  authorit)'  over  her,  she  can,  at 
one  stroke,  nullify  that  authority  by  getting  him  to  transgress  the  limits  of 
sexual  propriet)'.  And  in  the  therapeutic  relationship,  where  the  patient 
is  often  making  a  last-ditch  stand  against  the  claims  of  her  o^^^l  conscience 
and  community  and  where  the  therapist  is  so  quickly  identified  as  a  repre- 
sentative of  the  latter,  what  deadlier  way  to  best  conscience  and  com- 
munity than  to  show  the  corruptibility  of  their  agent?  In  the  present  case, 
it  is  not  without  significance  that,  as  a  result  of  standing  his  ground,  the 
therapist  was  able  to  convince  the  patient  that  he  was  indeed  a  therapist 
and  not  a  potential  lover;  and  with  this  unmistakable  redefinition  of  the 
situation,  or  on  his  terms,  she  decided  that  she  was  not  interested  in  him 
sexually  and  could  now  enter  into  therapy  with  him.  If  he  had  accepted 
her  proposals  (she  need  not  have  lived  up  to  them,  his  mere  acquiescence 
would  have  been  sufficient),  she  would  not  have  had  either  to  leave 
"therapv"  or  go  through  with  it:  "therapy"  would  have  been  thus 
thoroughly  discredited,  demolished,  as  far  as  she  was  concerned. 

Yet  interpretations  based  upon  the  seduction-of-authority  notion  often 
seem  incomplete,  somehow  wide  of  the  mark.  In  what  sense  can  it  be 
that  they  are  misdirected?  Although  the  consequences  of  sexual  intimacy 
would  be  thoroughly  destructive,  it  is  often  difficult  to  discover  conscious 
hostility  in  the  patient's  overtures.  And  she  may  seem  genuinely  surprised 
and  hurt  that  the  therapist  should  have  perceived  hostility  in  the  situation. 
Perhaps  we  are  dealing  here  more  often  with  a  kind  of  primitive  naivete 
than  with  real  viciousness.  It  is  now  apparently  well  established  that  in 
ancient  and  prehistoric  societies  it  was  common  practice  to  resort  to  sexual 
orgies  when  the  group  was  dismayed  and  anxious.  For  example,  in  their 
book,  Moses  and  the  Ten  Commandments,^  Ilton  and  Roberts  vividl)' 
portray  the  intoxication  and  licentiousness  to  which  the  Children  of  Israel 
resorted  when  they  became  convmced  that  Moses  had  perished  on  Mount 
Sinai  and  that  they,  too,  could  not  survive  in  the  desert  without  their  in- 
spired leader.  The  old  men,  in  the  aftermath  of  gluttony  and  abandon, 
wallowed  on  the  ground  and  virgins,  no  longer  virgins,  smiled  vacantiy; 
but,  say  the  writers,  "the  people  no  longer  felt  alone  and  afraid." 

So  can  it  be,  then,  that  for  some  women  at  least  ( and  the  same  holds 
for  some  men  patients  with  women  therapists ) ,  their  sexual  advances  are 

1  P.  Ikon,  and  M.  Roberts,  Moses  and  the  Ten  Commandments  (New  York:  The 
Dell  Publishing  Company,  1956 ) . 
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less  a  means  of  attacking  or  discrediting  the  therapist  than  of  binding 
anxiety,  of  making  life  again  interesting,  at  least  briefly,  and  of  giving  it 
meaning  of  the  only  kind  that  easily  lies  within  tlieir  power?  It  is  thair 
way— primitive,  short-sighted,  and  self-defeating  thoiigli  it  Ijc— of  relating 
to  others  and  of  vividly  experiencing  themselves.  And  just  as  societies,  if 
they  were  to  survive,  had  to  develop  resources  other  than  the  (jrgy  as  a 
means  of  dealing  with  fear  and  uncertainty,  so  also  must  the  individual  be 
helped  to  find  other  ways  of  relating  to  and  of  more  vividly  experiencing 
himself  and  others. 

Accepting  the  lead  of  psychoanalysis,  many  psychotherapists  are  care- 
ful not  to  impose  their  own  values  upon  their  patients.  Yet,  as  recent  studies 
show,2  this  cannot  be  entirely  avoided  in  practice;  and  it  may  be  that  we 
will  soon  recognize,  even  in  theory,  its  desirability  and  necessity.  The  two 
imponderable  questions  that  will  then  arise  are:  What  values  can  we  most 
legitimately  offer  to  others  in  exchange  for  their  old  ones?  And,  how  can 
we  make  these  alternative  values  acceptable  and  attracti\e  to  them? 

David  Riesman  .  .  . 

1  think  a  good  deal  of  evidence  has  been  accumulated  concerning  the 
relation  of  professional  people  with  their  clients  and  especially  of  doctors 
with  their  patients  to  support  the  therapist's  interpretation  here.  For 
many  women,  a  visit  to  a  doctor  is  a  form  of  social  and  intellectual  mobility. 
Where  outside  a  consulting  room  would  they  have  access  ( as  the  thera- 
pist says )  to  a  man  who  is  cultured  and  superior  but  also  will  listen?  The 
"helping"  professions  and  of  course  especially  medicine  are  increasingh- 
attractive  to  men  as  careers  and  the  men  in  these  professions  appeal  to 
women  on  the  level  of  soap-opera  and  glamour  and  on  the  more  realistic 
level  referred  to  by  the  therapist  here. 

Moreover,  I  agree  with  him  that  the  concept  of  transference  is  one 
behind  which  the  therapist  often  succeeds  in  escaping  from  (oi  e\'en 
denigrating)  his  own  feelings  and  his  own  in\'olvements.  The  temptation 
to  regard  all  feelings  for  the  therapist  as  transference  of  authoritv-tender- 
ness  feelings  having  their  origins  in  the  family  romance  ma^-  be  one  bul- 
wark for  the  preoccupation  with  childhood  as  topics  for  anahsis.  B\-  re- 
garding attitudes  between  therapist  and  patient  as  valid  for  the  existing 
situation,  and  by  dealing  with  them  in  that  context,  the  patient  is  not  en- 
couraged to  retreat  to  childhood  but  has  to  face  the  fact  of  renunciation 
vis-a-vis  the  tlierapist  as  a  living  and  desirable  person.  Whatever  sadness 
and  tragedy  this  may  involve  for  the  person — and  also  conceivabh-  in  one 

2  Werner  Wolff,  Psychology  and  Religion  (New  York:  M.D.  Publications,  Inc.. 
1955).  See  also  O.  S.  Walters,  "Varieties  of  Spiritual  Malpractice,"  The  Pastor  (Tune 
1948),  pp.  14-15. 


98  "7  Love  You,  Doctor" 

or  another  case  for  the  therapist — becomes  a  part  of  the  reality  on  which, 
as  the  analysis  proceeds,  the  patient  is  increasingly  able  to  stand.  In  con- 
trast with  this,  discussions  of  transference  might  further  obfuscate  the 
patient  and  alienate  her  still  more  from  her  own  feelings. 

Clara  Thompson  .  .  . 

The  problem  of  a  patient's  "falling  in  love"  with  the  therapist  occurs 
more  often  between  a  female  patient  and  male  therapist  than  between  a 
male  patient  and  female  therapist.  This  is,  I  believe,  to  a  great  extent  cul- 
turally determined.  The  woman  is  generally  brought  up  to  think  of  a  man 
as  her  protector  and  one  on  whom  she  can  lean,  and  she  expects  this  also 
of  a  therapist.  Conventionally,  the  ideal  husband  is  a  little  older  than  his 
wife,  but  he  may  be  very  much  older  and  still  not  attract  comment.  On 
the  other  hand,  the  idea  of  a  man  being  dependent  on  a  woman  is  gen- 
erally viewed  with  distaste,  although  it  may  often  be  a  fact,  and  when  a 
woman  is  noticeably  older  than  her  husband,  this  invariably  attracts  com- 
ment. Therefore,  a  male  patient  is  more  likely  to  fight  against  any  erotic 
interest  he  may  have  in  his  woman  therapist,  who  is  experienced  by  him 
as  older  and  wiser  than  he,  whatever  may  be  her  chronological  age.  Thus, 
I  think  the  point  is  well  taken  that,  in  this  case,  there  may  have  been  a 
reality  factor  in  the  patient's  reaction  to  her  therapist,  and  that  persisting 
in  belaboring  the  transference  aspect  without  considering  the  real  aspect 
might  lead  the  patient  to  feel  the  therapist  was  afraid  of  coping  with  the 
real  crisis. 

But  why  was  this  woman  so  "terribly  attracted"?  On  the  practical  side, 
she  was  looking  for  a  husband.  Therefore,  any  eligible  man  who  came 
within  her  ken  was  undoubtedly  sized  up  and  considered.  She  was  afraid 
of  making  the  same  mistake  as  in  her  first  marriage.  She  would  doubtless 
think  (not  necessarily  correctly),  "Who  could  be  a  safer  bet  than  a  psy- 
chotherapist?" 

However,  it  is  my  experience  that  any  reaction  to  the  therapist,  as 
a  real  person  in  his  own  right,  is  usually  in  response  to  some,  at  least, 
slight  reaction  on  his  part.  In  reporting  this  case,  the  therapist  does  not 
state  how  he  felt  about  her.  His  behavior  was  absolutely  correct,  but  we 
are  not  told  what  went  on  in  his  own  emotional  reaction,  and  there  may 
have  been  fantasies,  in  spite  of  himself.  Patients  are  very  sensitive  to  what 
goes  on  emotionally  in  the  very  close  therapeutic  relationship  which  is 
established  in  treatment.  Something  made  this  patient  feel  that  this  was 
a  real  situation  in  which  there  was  some  response  from  the  therapist, 
unless  she  was  more  of  a  nymphomaniac  than  is  described.  I  do  not  say 
this  in  any  way  to  discredit  the  therapist.  Such  things  happen  because  we 
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arc  human,  and  it  is  especially  likely  to  happen  if  tli(;  therapist's  own  emo- 
tional outlets  are  unsatisfactory  at  the  time.  1  think  great  credit  is  due 
him  for  openly  dealing  with  the  reality  situation.  She  finally  decided  that 
he  was  not  the  man  for  her  and  grasped  at  the  explanation  that  it  was 
because  he  was  six  years  older  than  she  tliouglit.  I  doubt  if  this  fact  brought 
about  the  favorafjle  resolution.  Even  by  Iut  own  calculations,  he  was 
already  too  old  for  lu!r  at  35.  What  I  suspect  happened  was  that  she  was, 
at  first,  hurt  to  find  she  had  been  mistaken  about  his  willingness  to  partici- 
pate and  felt  she  could  not  go  on  because  of  her  hurt  pride.  The  thf^rapist 
must  have  handled  the  situation  very  well.  His  honesty  in  rejecting  her 
advances,  without  becoming  defensive  or  in  any  way  belittling  her,  must 
have  impressed  her  with  his  genuine  desire  to  help.  Too  often,  the  thera- 
pist, made  uncomfortable  in  such  a  situation,  grasps  at  the  transference 
idea  as  a  defense  against  his  own  anxiety.  He  says,  "You  do  not  love  me, 
but  your  father,"  and  draws  a  long  breath  of  relief  that  he  safely  got  (iut 
of  that  situation.  This  therapist  did  no  such  thing.  lie  accepted  her  atti- 
tude as  something  understandable  in  its  own  right.  It  must  have  been  a 
relief  to  her  to  find  that  she  could  be  close  to  a  man  whom  she  could  not 
seduce,  and  yet  who  did  not  reject  her.  The  analysis  of  manv  attractive 
women  has  come  to  grief  on  just  this  situation,  where  the  therapist,  possi- 
bly guilty  because  of  his  own  thoughts,  did  not  dare  deal  with  the  direct 
situation,  but  insisted  on  talking  only  of  transference.  At  the  same  time, 
under  his  professional  mask,  he  continued  to  enjoy  the  sight  and  presence 
of  the  patient.  I  do  not  imply,  nor  do  I  think  the  therapist  implied,  that 
there  was  no  transference  factor  in  this  situation.  Even  falling  in  lo\e  in 
everyday  life  usually  has  some  transference  element  determining  the 
choice.  In  this  case,  until  the  reality  situation  was  dealt  with,  there  \\ould 
have  been  no  possibility  of  a  meaningful  understanding  of  transference 
elements. 
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History 

The  client  was  a  woman,  46  years  old,  a  widow  with  three  chil- 
dren. She  described  her  problem  as  follows:  "My  second  son,  Jim,  is 
12  years  old  and  he  is  only  in  the  fifth  grade.  He  reads  at  the  second 
grade  level.  The  school  wants  to  demote  him  to  a  lower  grade.  He 
tries  hard  to  learn  to  read  and  I  help  him.  Last  summer  I  sent  him  to  a 
reading  expert.  It  cost  a  lot  of  money  and  did  not  help  at  all.  Ever\' 
day  I  go  over  his  work  with  him,  show  him  flash  cards  or  letters,  and 
drill  him.  We  spend  at  least  one  hour  a  day  on  reading.  I  buy  him 
comic  books,  newspapers,  and  whatever  he  wants  in  the  way  of  read- 
ing. He  has  been  tested  for  intelligence,  and  every  time  he  is  rated  as 
above  average  or  superior.  And  yet,  he  reads  poorly.  The  whole  family 
is  upset  about  Jim,  and  he  too  is  rather  nervous  and  cannot  really  en- 
joy life  because  of  the  reading." 

I  questioned  the  client  about  the  problem,  and  found  out  that  she 
was  a  person  with  very  high  standards  of  morals  and  performance, 
and  that  she  had  very  high  expectations  for  her  children.  The  other 
two  were  doing  very  well  and  were  no  cause  for  trouble.  There  ap- 
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peared  to  l^e  no  great  difficulties  or  frictions  in  the  family.  Jiin's  be- 
havior was  good  in  the  family,  in  tlie  scliool  and  in  the  community.  In 
short,  on  the  basis  of  tlie  interview  witli  tlie  mother,  no  evident  rea.son 
for  Jim's  retardation  in  reading  was  evident. 

Jim  was  hiterviewed,  separately,  and  he  supported  the  iiKjther.  He 
was  cooperative,  stated  he  really  wanted  to  learn  to  read,  but  some- 
how or  other  he  just  couldn't  f^et  the  material.  He  had  no  complaints 
about  the  school.  As  far  as  could  be  told,  his  reading  was  not  related 
to  any  personal  problems. 

It  was  the  mother's  opinion,  based  on  considerable  reading  of  the 
literature  on  remedial  reading,  that  what  Jim  reallv  needed  was  an 
expert,  wlio  used  a  different  kind  of  system  from  anv  attempted  tlius 
far. 


incident 

The  incident  really  occurred  within  the  therapist,  who,  as  he  lis- 
tened carefully  to  the  mother  and  to  Jim,  began  to  realize  that  the 
family  revolved  about  Jim  and  his  reading,  and  that  through  a  combi- 
nation of  the  mother's  values  and  Jim  s  unconscious  desires  for  her  at- 
tention, this  relatively  minor  problem  had  assumed  proportions  not 
warranted.  In  short,  he  came  to  the  conclusion  that  it  was  possible 
that  Jim  was  "using"  his  nonreading  for  his  own  purposes,  but  not 
consciously.  It  also  appeared  possible  that  the  mother,  with  lier  high 
standards  of  perfection,  and  her  need  to  feel  wanted  might  in  reality 
be  contributing  to  Jim's  nonreading  bv  her  excessive  attention  and 
interest  in  Jim's  school  work. 

For  various  reasons,  the  first  interx'iew  with  me  was  to  be  the  only 
one,  and  consequenth',  the  therapist  felt  that  he  was  in  a  very  peculiar 
position.  If  he  did  not  give  the  mother  what  she  wanted — in  realit\ , 
encouragement  to  go  on  in  the  wa\'  she  had  been — she  would  be  dis- 
satisfied, and  would  just  go  on  somewhere  else.  If  he  explained  his 
hypothesis  of  what  was  causing  Jim  not  to  read,  he  was  certain  that 
it  would  be  rejected.  What  appeared  necessary  to  test  the  \alidit\  of 
the  therapist's  hypothesis  was  some  approach  that  would  get  the 
mother  to  do  what  the  therapist  felt  would  result  in  an  impro\  ement 
of  the  child's  reading  without,  however,  letting  her  know  at  the  time 
what  the  rationale  was;  in  short,  how  to  get  the  mother  to  stop  giving 
him  help,  which  was  hindering  him. 
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The  interviewer  sent  Jim  out  of  the  room  and  explained  as  follows 
to  the  mother. 

"I  believe  that  something  can  be  done  for  Jim,  but  it  will  require 
vour  absolute  cooperation,  and  I  am  certain  that  it  will  be  very  diflB- 
cult  for  \ou  to  do. " 

"I  promise  f aithfulh'  to  do  whate\'er  \'Oii  tell  me  to." 

"Even  if  it  may  result  in  lowering  Jim's  reading  ability?" 

"How  can  that  be?" 

"It  is  an  experimental  procedure,  but  I  must  know  certain  diag- 
nostic information,  what  happens  to  his  reading  when  he  gets  no  help. 
The  experiment  will  take  about  eight  weeks." 

"What  am  I  to  do?" 

"I  will  give  him  a  diagnostic  reading  test,  and  then  for  eight  weeks 
you  are  to  give  him  no  help  whatsoever.  He  must  not  know  why  you 
will  not  help  him.  You  must  tell  vour  other  two  children  not  to  help 
him.  If  the  school  calls,  you  tell  them  that  you  have  been  given  in- 
structions not  to  help  him.  You  tell  him  that  reading  is  his  problem. 
What  I  want  to  find  out  is  how  much  more  poorly  he  will  do  when  he 
gets  no  help  whatever  at  home.  But  most  important,  you  must  not  let 
him  know  why  you  are  taking  this  attitude.  I  know  it  is  very  difficult 
for  you  to  do,  but  it  is  essential  for  Jim's  welfare  that  he  believe  that 
you  and  his  brothers  just  don't  want  to  help  him  any  more." 

"But  I  don't  understand.  .  .  ." 

"It  would  take  too  long  at  this  time  to  go  into  details.  But  do  you 
think  you  can  do  it?  Absolutelv  no  more  help  any  more  for  eight 
weeks.  Do  not  tell  him  why.  Do  not  tell  him  that  it  is  for  eight  weeks. 
Let  him  think  that  his  reading  is  his  problem  and  that  you  are  no 
longer  interested  in  it.  Under  no  circumstances  help  him.  Then  after 
eight  weeks  I  will  test  him,  will  see  what  his  weaknesses  are,  and  then 
we  will  be  able  to  do  a  real  psychological  job." 

The  mother  was  asked  to  repeat  the  instructions,  and  when  it  was 
evident  that  she  knew  what  she  was  to  do,  she  was  asked  to  telephone 
the  therapist  once  a  week  to  report  on  how  she  was  following  instruc- 
tions. 

Faithfully,  the  mother  called  once  a  week,  and  was  given  further 
encouragement  bv  the  therapist  to  continue  in  terms  of  the  strict 
regimen.  She  reported  that  Jim  seemed  upset  bv  the  new  procedures, 
and  begged  and  pleaded  for  help,  but  that,  even  though  her  heart  was 
breaking  at  his  pleas,  she  did  not  help  him.  B\^  the  end  of  the  second 
week,  he  was  no  longer  asking  for  help.  About  the  sixth  week  she  re- 
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ported  that  his  grade  on  the  report  card,  wliicli  liad  always  been  "un- 
satisfactory," was  now  "fair." 

Jim  and  his  motlier  came  in  on  tlie  oij^htl)  week  and  the  therapist 
talked  to  the  mother  while  Jim  was  put  to  working  on  a  reading  test. 

The  therapist  confessed  his  duplicity  and  told  the  mother  that  he 
believed  that  she  was  liolding  her  son  back  through  helping  him,  and 
that  Jim's  motivations  were  to  continue  to  get  her  attention,  whieh  he 
could  do  by  not  reading,  and  that  the  past  eiglit  weeks  had  l)een  a  test 
of  this  hypothesis.  The  therapist  confessed  that  he  believed  tliat  she 
would  not  believe  him  if  he  had  told  her  earlier  what  the  reason  was 
for  Jim's  poor  reading  and  that  if  he  had  explained  it  to  her  she  would 
probably  not  have  followed  the  instructions.  The  mother  felt,  how- 
ever, that  the  reasoning  was  logical,  and  did  accept  the  possibility  of 
[im's  not  reading  in  order  to  get  attention.  She  stated  that  the  new 
procedure  was  a  great  comfort  for  her,  since  she  had  been  quite  upset 
by  Jim's  constant  demands,  and  that  now  she  had  more  time  for  her- 
self and  was  more  at  ease.  As  a  matter  of  fact,  she  stated,  she  really 
did  not  care  so  much  if  Jim  learned  to  read  or  not.  It  was  more  im- 
portant that  he  grow  up  to  be  a  good  person,  and  so  forth. 

The  therapist  pointed  out  that  for  the  first  time  in  years  Jim  im- 
proved in  reading,  and  right  then  and  there  called  the  teacher  at  her 
home  and  discussed  Jim's  progress,  with  the  mother  listening  in.  The 
teacher  stated  that  she  was  amazed  at  Jim's  development,  and  that 
she  felt  that  Jim  was  rapidly  coming  close  to  normal. 

Jim  brought  in  his  test,  which  was  analyzed  rapidly  in  terms  of  his 
previous  effort  of  eight  weeks  before  and,  as  might  ha\'e  been  ex- 
pected, he  had  shot  up  from  about  second  grade  to  fifth  grade — within 
eight  weeks!  The  therapist  explained  to  him  that  he  had  been  not 
learning  because  he  wanted  his  mother's  attention,  but  that  now  he 
would  be  on  his  own. 

Discussion 

As  I  see  it,  there  are  a  number  of  issues  here  which  I  would  like  to 
obtain  opinions  about. 

The  first  refers  to  the  adequacy  of  the  formulation  of  the  hypothe- 
sis: namely,  that  Jim  was  using  his  mother  by  refusing  to  learn  to  read. 
I  think  that  the  results  clearh'  point  out  that  tliis  hy'pothesis  is  correct. 
But  could  other  hypotheses  be  established? 
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The  second  issue  refers  to  the  mother.  Was  she  while  appearing  to 
want  to  help  Jim  actually  operating  in  wavs  that  she  unconsciously 
felt  would  retard  liim?  Did  she  want  to  keep  him  as  her  baby? 

The  more  important  issue  refers  to  the  duplicity  of  the  therapist. 
Did  I,  in  operating  in  this  way,  violate  anv  ethics?  Was  the  end  justi- 
fied bv  the  means?  Did  mv  "confession"  to  the  mother  compensate  for 
mv  own  conscious  knowledge  that  I  had  no  confidence  in  her  and  tliat 
she  would  not  follow  m\^  real  reasons?  Was  the  fact  that  Jim  did  im- 
prove as  a  result  of  the  mother  following  my  instructions  sufficient 
justification  for  mv  means  of  operating? 

As  I  see  it,  I  was  torn  between  my  desire  to  help  this  family,  know- 
ing that  the  mother  could  not  come  frequently  to  get  full  insight  prior 
to  changing  her  methods,  and  the  desire  to  explain  what  was  going 
on.  I  decided  to  "trick"  the  mother  into  doing  what  I  thought  she 
should  do,  even  hinting  that  the  procedure  might  make  Jim  into  more 
of  a  babv.  So,  by  putting  before  her  the  prospect  that  Jim  might  not  be 
freed  of  parental  help,  I  felt  tliat  she  would  comply,  which  she  did. 

In  a  wa)'  I  see  a  similarity  to  a  dentist  saying,  "This  won't  hurt" 
when  he  knows  it  will;  or  a  doctor  saying,  "This  will  help"  when 
he  gives  a  placebo,  when  he  knows  that  the  suggestion  of  the  medi- 
cine will  do  the  trick.  Are  therapists  justified  in  similar  manipulations 
of  patients  or  of  having  secret  understandings  when  they  give  coun- 
sel? 

C.  Knight  Aldrich  .  .  . 

Taking  the  writer's  questions  in  order:  First,  I  suspect  that  the  failure 
to  learn  to  read  (I  would  not  assume  that  it  was  "refusal"  but  an  uncon- 
sciously determined  reading  block )  was  prolonged,  but  not  caused,  by  the 
secondary  gains  which  resulted  from  the  mother's  attention  to  the  prob- 
lem. I  doubt  that  the  primary  motivation  for  the  reading  block  was  to  gain 
the  mother's  attention,  although  treatment  directed  at  the  secondary 
gains  was  undoubtedly  effective. 

Second,  I  would  suspect  that  Jim's  mother  wanted  at  die  onset  of 
the  symptom  to  maintain  Jim  as  her  little  boy,  possibly  to  satisfy  dependent 
needs  of  her  own.  It  would  be  helpful  to  know  more  about  the  relationship 
of  mother  and  son  to  Jim's  father,  and  particularly  to  know  when  the  father 
died,  the  circumstances  of  his  death,  and  the  history  of  the  mother's  grief. 
Further  history  might  also  indicate  the  extent  to  which  Jim's  dependency 
needs  entered  into  the  problem.  Moreover,  since  learning  blocks  frequently 
are  associated  with  inablHty  to  express  hostile  feelings,  I  would  like  to 
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know  more  of  the  home  atmosphere  and  attitudes  toward  expression  of 
aggression,  and  the  relationship  to  In's  father's  death  of  Jim's  early  strnj^- 
gles  with  aggressive  feelings.  We  aln^ady  know  of  the  mother's  "high 
expectations"  of  her  children,  which  probably  encouraged  thrm  t(j  express 
their  oppositional  behavior  on  an  intellectual  battleground. 

As  far  as  the  therapist's  "duplicity"  is  concerned,  I  am  not  convinced 
it  was  necessary.  What  made  the  therapist  so  certain  that  his  hypothesis 
would  be  rejected,  even  in  one  interview?  I  suspect  that  she  was  closer 
to  "insight"  than  he  believes.  But  granted  that  he  felt  it  was  necessary, 
he  seems  to  have  used  suggestion  successfully.  The  question  is,  why  did 
he  make  such  an  issue  of  it?  Was  the  confession  necessary  for  the  patient's 
benefit,  or  was  it  necessary  to  relieve  the  therapist's  guilt,  as  indicated  bv 
his  asking,  "Did  my  confession  compensate  for  my  own  conscious  knowl- 
edge that  I  had  no  confidence.  .  .  ."?  I  think  he  is  feeling  guilty  about  his 
knowledge,  which  after  all  doesn't  in  itself  hurt  the  patient.  His  confusion 
is  evident  in  his  equation  of  the  placebo  and  the  dentist's  promise  that 
"This  won't  hurt."  The  placebo  works  through  deception,  I  suppose,  and 
has  its  serious  limitations  as  a  treatment  device,  but  it  is  not  a  betraval  of 
the  trust  of  the  patient  in  the  same  wav  as  is  the  dentist's  promise.  If  your 
own  therapeutic  morality  excludes  any  deception,  voii  may  well  be 
ashamed  of  using  a  placebo,  but  you  shouldn't  feel  guiltij,  or  called  upon 
to  confess  to  your  patient.  If  you  tell  him  something  won't  hurt  when  \ou 
know  it  will,  you  certainly  should  feel  guilty  because  you  have  betrayed 
his  confidence  in  vou. 


Robert  Blake  .  .  . 

This  case  invites  a  distinction  between  therapy  as  ordinarily  concei\ed 
and  what  might  be  described  as  "psychodynamic  engineering." 

This  critical  incident  constitutes  a  rather  clear  example  of  psycho- 
dynamic  engineering:  the  rearrangement  of  situational  and  personal  forces 
for  the  purpose  of  inducing  alterations  in  the  client's  beha\  ior.  The  re- 
arrangement which  takes  place  is  dictated  bv  the  therapists  understand- 
ing of  social  dynamics  and  psychodynamics  without  the  development  of 
insight.  There  is  little  basis  for  designating  these  procedures  as  constituting 
therapy  since  psychodynamic  engineering  happens  witlunit  iuiy  manifest 
structural  change  in  the  client,  without  expansion  of  his  imderstanding  or 
insight,  without  a  "working  through"  process,  and  without  the  acquisition 
of  skills  for  improved  personal  problem-sohing,  all  of  which  are  hall- 
marks of  one  or  another  version  of  therap\'  as  svstematicalh'  concei\  ed. 
The  positive  outcome  is  by  the  manipulation  from  the  outside  forces,  either 
in  the  situation,  in  the  person,  or  both. 
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In  the  present  study,  both  the  mother  and  Jim  were  undergoing  psy- 
chod)Tiamic  engineering  rather  than  therapy.  In  Jim's  case  his  relationship 
with  his  mother  was  varied  over  the  eight-week  period.  Through  instruc- 
tions by  the  therapist  was  created  the  necessity  for  a  new  adjustment 
which  demanded  no  insight  on  Jim's  part  into  his  desire  for  his  mother's 
attention.  Similarly,  the  changed  behavior  of  the  mother  was  through 
instruction  rather  than  understanding.  Although  results  involved  the  same 
kind  of  improvement  in  Jim's  reading  ability  through  the  use  of  engineer- 
ing procedures  as  would  have  been  expected  from  therapeutic  procedure, 
it  can  be  anticipated  that  long-term  consequences  of  the  two  approaches 
may  be  quite  different.  Jim's  desire  for  attention  may  be  manifested  in 
another  form,  for  the  basic  problem  of  a  disturbed  relationship  between 
mother  and  son  has  not  changed  through  the  therapist's  manipulation  of 
the  forces  in  this  specific  situation. 

Grant  for  a  moment  the  distinction  drawn  here  between  psychodynamic 
engineering  and  therapy.  With  the  distinction  in  mind,  the  question  asked 
regarding  duplicity  is  placed  in  a  new  light.  To  the  degree  that  psycho- 
dynamic  engineering  is  legitimate,  then  no  problem  of  duplicity  is  involved. 
Rather,  new  problems  regarding  ethical  standards  for  such  engineering 
are  required. 

As  a  first  approximation  to  a  code  of  ethics  for  psychodynamic  engineer- 
ing it  can  be  argued  that  the  client  has  a  right  to  knowledge  that  therapy 
in  the  ordinary  sense  is  not  being  administered.  He  has  a  right  also  to  the 
awareness  that  forces  to  which  he  is  not  attentive  but  to  which  he  may  be 
responsive  are  significant  in  his  situation  and  that  a  regimen  is  being 
recommended  which  is  not  intended  for  his  understanding  but  from  which 
positive  outcomes  are  anticipated.  Beyond  these  matters  considerations 
that  normally  apply  in  the  conduct  of  therapy  also  hold  for  psycho- 
dynamics. 


Vincent  Herr  .  .  . 

In  this  case  we  have  the  ethical  question  which  might  be  stated:  May 
the  therapist  employ  falsehoods  in  the  treatment  of  a  case  so  that  by  this 
means  a  good  result  may  be  attained?  The  old  accusations  made  against 
certain  moralists  come  to  mind  here — but  I  think  history  has  shown  con- 
clusively that  most  professional  persons  do  not  admit  the  theory  of  evil 
means  for  good  ends;  and  the  code  of  ethics  of  most  professions  prescribes 
that  no  intrinsically  evil  act  may  be  performed  from  which  it  is  foreseen 
that  the  only  direct  consequence  is  of  its  very  nature  intrinsically  evil. 

Apparently  the  therapist  in  the  case  is  asking  the  question:  Was  the  lie 
or  prevarication  used  as  a  means  for  a  cure?  From  reading  the  case  it 
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would  appear  that  tlic  only  person  who  ccjuld  answer  fhal  qucsfiou  \\(jiilH 
be  the  therapist.  Tliis  reader  is  of  the  opinion,  just  judging  from  reported 
data,  that  tlie  therapist  did  not  eertainly  use  "duplicity,"  altlujugh  thr- 
withholding  of  information  is  sometimes  consider(;d  a  kind  of  prevarica- 
tion or  tampering  with  tlie  truth.  What  prof)ahly  liappened  in  the  case 
was  that  the  therapist  really  b(!lieved  that  the  (werprotection  of  tfie  mother 
had  caused  the  difficulties  for  her  child.  This  was  a  statement  of  the  truth 
as  it  existed  for  the  therapist.  Such  overprotection  and  pampering  had 
caused  the  child  to  use  the  device  of  "attention"  seeking,  which  perform- 
ance quite  effectively  prevented  the  help  with  the  reading  from  prfjducing 
any  result.  The  therapist  might  also  have  been  said  to  have  acted  on  an 
hypothesis;  if  the  pampering  caused  the  poor  reading,  then  removal  of 
pampering  should  improve  reading.  He  then  proceded  to  test  this  hypoth- 
esis with  the  usual  means.  It  was  really  no  untruth  to  instruct  the  mother 
to  tell  the  boy  that  reading  was  his  problem,  without  telling  her  why. 
Included  in  this  partial  truth  is  the  somewhat  latent  assumption  that  the 
mother  could  suspect  the  other  aspect  of  the  truth,  namely  that  her  inter- 
ference was  doing  harm  rather  than  good. 

This  writer  has  been  unable  to  find  in  any  reputable  code  of  ethics 
the  statement  that  any  person,  professional  or  otherwise,  is  bound  to  tell 
all  that  is  in  his  mind  regarding  the  motivation  for  his  acts,  to  do  an\  tiling 
that  might  perhaps  lead  the  person  who  is  acting  to  keep  going  deeper 
into  his  motives  until  he  discovered  their  most  ultimate  unconscious 
sources.  In  this  case  the  therapist  is  trying  to  diagnose  the  inner  moti\'a- 
tions  of  his  own  client,  the  mother  of  the  child.  He  is  bound  to  ha\'e  e\en 
more  uncertainty  in  trying  to  assess  these  motives  correctlv.  Thus  the  mere 
fact  that  he  judged  for  the  moment  and  hypothetically  that  she  \\as  harm- 
ing her  child  by  too  much  attention  could  hardly  be  a  sufficient  reason 
for  his  telling  her  the  reason  for  his  decision.  Moreover,  the  therapist  also 
failed  to  know  in  advance  whether  or  not  the  mother  would  even  accept 
the  instructions  were  he  to  make  no  mention  of  his  o\\'n  h\'pothesis;  and 
consequently  the  "means"  he  proposed  to  use  were  only  "hypothetical" 
means.  The  statement  in  the  author's  comment:  "I  had  no  confidence  in 
her  and  believed  that  she  would  not  follow  m)^  instructions  if  I  explained 
why  .  .  .  !"  gives  the  clue  to  the  solution  of  the  case.  If  he  judged  the 
mother  would  not  follow  instructions  if  he  explained  why,  he  also  seems 
to  have  judged  implicitly  that  she  iniglit  not  even  follow  them  if  he  did  not 
explain  his  reasons.  Again  it  is  a  risk  the  therapist  took. 

Of  course  this  reminds  us  of  all  the  other  incidents  ^^•he^e  doctors  imd 
dentists  tell  partial  truths,  or  use  suggestion  to  accomplish  results.  This 
writer  thinks  that  every  professional  person  ought  to  see  clearlv  in  his 
mind  the  difference  between  actually  telling  a  falsehood  and  withholding 
knowledge  that  tlie  other  person  has  no  legitimate  right  to  possess.  After 
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all  a  "lie"  is  a  telling  of  an  "untruth"  whereas  "withholding"  information 
is  not  such  a  positive  act  of  falsification.  The  present  writer  cannot  help 
wondering  what  would  have  happened  in  the  case  had  the  mother  actually 
not  followed  the  instructions  to  the  letter.  In  that  case  the  boy  would 
probably  have  dex'eloped  other  problems  and  symptoms  traceable  perhaps 
to  the  fact  that  his  own  mother  apparently  did  not  want  to  help  him.  In 
such  a  case  there  would  have  been  even  greater  risk  taken  by  the  therapist, 
but  again  it  is  obvious  that  no  one  except  the  therapist  in  question  could 
possibly  know  the  extent  of  the  risk  involved.  Any  slip  on  the  part  of  the 
mother,  whereby  she  would  have  become  abrupt  in  her  manner  or  have 
brutally  rejected  the  child's  appeals  for  help,  might  have  made  the  case 
turn  in  quite  a  different  direction.  Perhaps  it  was  the  anxiety  that  this 
might  be  the  end  result  which  really  disturbed  the  therapist,  more  so  than 
the  fear  that  he  had  told  a  lie. 


Ernest  Hilgard  .  .  . 

The  problems  of  reading  difficulty  and  their  remediation  have  resisted 
clear  solution,  despite  the  thousands  of  articles  that  have  been  written  on 
the  subject.  Hence  every  case  of  successful  therapy  is  worth  examining  for 
the  light  it  may  throw  upon  a  still-unsolved  problem. 

There  are  really  a  number  of  hypotheses  about  reading  difficulties, 
each  of  which  has  a  certain  plausibility.  Because  they  are  not  mutually 
exclusive,  perhaps  more  careful  diagnosis  would  help  us  to  find  acceptable 
answers.  Let  us  remind  ourselves  of  a  few  of  these: 

1.  The  special  defect  theortf.  The  child  is  too  young,  too  immature; 
he  suffers  sensoiy  or  motor  deficiency,  is  left-handed,  or  lacks  the 
necessary  intellectual  level.  The  remedy  is  to  correct  the  defect  or 
to  give  up. 

2.  The  bad-teaching  theory.  Reading  is  a  set  of  habits  that  have  to  be 
learned.  If  teaching  is  stupid  (by  the  whole-word  method,  by  the 
phonetic  method,  or  whatever  the  proponent  dislikes)  then  that 
accounts  for  the  problem.  The  remedy  lies  in  better  teaching. 

3.  The  psychodynamic  thcorij.  Reading  is  a  social  learning  task  that 
is  part  of  accepting  one's  role  in  a  culture.  It  is  therefore  an  area  in 
which  to  be  belittled  for  failure  or  to  triumph  over  adults  through 
defiance.  It  is  authoritarian,  for  words  are  what  they  are,  even  when 
the  various  spellings  do  not  make  sense.  Hence  a  resentment  of 
authority  may  make  it  hard  to  accept  the  authoritativeness  of  the 
written  word.  Furthermore,  words  are  symbolic  and  fantasy-provok- 
ing. Some  children's  fantasies  may  get  in  the  way  of  orderly  reading. 
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The  laboratory  psycliologist  finds  it  easier  to  go  after  the  first  twrj  of 
these  possible  sourees  of  diffieulty,  while  the  clinician  gets  into  the  third, 
l)iil  often  with  so  many  complexities  it  is  hard  to  come  out  with  a  general- 
i/atioii  nsefiil  for  a  new  situation.  Tlie  jiresent  incirlent  certainly  falls 
within  this  third  category,  for  the  boy  was  bright  (!nf)ngh,  he  did  not 
rec|uire  different  instructional  methods,  yet  he  was  unable  to  read  because 
of  things  going  on  between  him  and  his  mother.  The  raw  fact  is  that  Jim 
learned  to  read  better  when  his  mother  did  not  try  to  help  him  than  when 
she  did.  This  is  what  \\'e  have  to  try  to  explain. 

The  lines  of  the  explanation  are  clear  enough.  The  mother  has  very 
high  standards,  she  works  hard  to  bring  Jim  up  to  them;  he  has  somehow 
failed  and  has  made  life  miserable  for  himself  and  for  his  famiK'.  Tlie 
anxiety  that  his  mother  arouses  must  in  his  case  conflict  with  reading 
(rather  than  raise  the  drive  to  learn,  as  it  might  in  accordance  with  the 
Spence-Farber  principle).  This  might  fit  those  cases  in  which  anxiety  re- 
duces discrimination.  Another  possibility  is  that  the  motivation  system  has 
collapsed  because  of  failure;  when  level  of  aspiration  get  too  far  ahead 
of  performance,  effort  often  becomes  unrealistic.  Still  another  possibility 
is  that  something  more  complex  is  happening:  perhaps  that  this  is  a  way 
in  which  Jim  gets  some  kind  of  control  over  his  mother,  or  works  out  some 
kind  of  problem  of  sibling  rivalry.  Unfortunately  we  do  not  have  quite 
enough  to  go  on. 

One  unsolved  question,  for  example,  is  why  this  mother "s  standards 
and  behavior  have  not  done  the  same  things  to  the  two  other  children  in 
the  family.  Can  it  be  that  this  son  has  some  special  meaning  to  her?  W'as 
her  place  in  her  sibling  relationship  such  that  she  competed  with  a  brother 
for  whom  Jim  now  stands?  We  do  not  have  enough  information  to  search 
further.  There  must  be  some  reason,  however,  for  the  problem  focussing 
on  Jim;  it  may  have  been  his  father  rather  than  his  mother  who  was  realK' 
responsible. 

The  mother  carries  the  burden,  because  when  she  quit  putting  pres- 
sure on  Jim  he  got  along  all  right.  A  surprising  feature  of  this  case  is  that 
she  was  able  to  do  this,  that  she  was  able  to  keep  her  agreement  with 
the  counselor.  This  bears  upon  the  problem  raised  by  the  therapist  con- 
cerning "tricking"  the  mother  into  appropriate  action.  My  guess  (and  it 
can  be  only  a  guess )  is  that  her  ability  to  cooperate  on  this  basis  must  ha\e 
been  due  to  her  readiness  to  cooperate  on  another  basis.  Maybe  some  e\ent 
that  forced  her  close  super\ision  of  Jim  was  now  in  the  past;  maybe  some- 
thing in  her  own  life  had  cleared  up.  It  is  idle  to  speculate  without  more 
data,  yet  one  is  led  to  speculate  because  she  did  so  well  in  carrying  out 
the  therapist's  wishes. 

In  the  interaction  bet\\'een  the  psycholog)-  of  learning  and  clinical 
psychology  there  is  a  t\\o-wav  process.  The  psycholog\-  of  learning  has 
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more  to  say  about  ordinary  reading  handicaps  and  methods  of  teaching 
reading  than  about  the  subtle  processes  going  on  between  a  child  and 
his  mother  when  he  is  in  this  kind  of  a  bind.  It  is  important  for  the  psychol- 
ogist of  learning  to  recognize  that  there  do  exist  such  obstacles  to  learn- 
ing in  which  the  learner,  consciously  wishing  to  learn,  and  suffering  be- 
cause he  does  not  learn,  is  nevertheless  inhibited  from  learning  because  of 
a  social  interaction  that  has  roots  far  removed  from  the  reading  situation. 
A  complete  psychology  of  learning  will  have  to  recognize  this  psycho- 
dynamic  context  for  learning  or  it  will  fail  to  help  those  who  must  guide 
learning. 


J.  McV.  Hunt  .  .  . 

This  is  an  interesting  incident  of  the  manipulation  of  social  motives 
and  the  social  stimuli  producing  them.  Jim's  reactions  to  his  mother's 
withdrawal  of  her  help  implies  that  the  therapist's  hypothesis  concerning 
him  and  his  motivation  was  correct.  The  very  fact  that  the  mother  was  able 
to  follow  the  therapist's  direction,  and  that  she  reports  that  she  was  re- 
lieved by  not  having  to  give  so  much  help  to  him  indicates  that  she  was 
not  motivated  to  keep  him  as  her  baby.  I  suspect,  therefore,  that  the  du- 
plicity of  the  therapist  was  unnecessary,  and  I  question  whether  it  was 
wise,  even  though  I  would  be  highly  reluctant  to  argue  that  it  was  unethi- 
cal. It  was  probably  unwise  because,  if  the  mother  had  been  motivated 
to  keep  Jim  as  her  baby,  she  probably  could  not  have  followed  the  instruc- 
tions for  all  the  mystery  that  surrounded  their  presentation.  Moreover, 
the  news  that  the  boy's  reading  had  improved  from  unsatisfactory  to  fair, 
the  improvement  in  the  boy's  reading-test  performance,  and  the  therapist's 
confession  would  probably  have  conspired  to  create  an  incident  and  a  bad 
relationship  which  would  have  made  it  difficult  to  carry  on  therapy  had 
the  mother  really  been  motivated  to  keep  Jim  as  her  baby.  The  fact  that 
she  accepted  the  "trick"  of  getting  her  to  do  what  the  therapist  thought 
she  should  do  implies,  I  believe,  that  she  would  have  accepted  the  same 
explanation  at  the  time  the  instructions  to  withdraw  her  help  were  given. 
It  would  probably  have  been  wise  not  to  imply  at  this  point  that  she  needed 
to  help  Jim  because  she  was  motivated  to  keep  him  as  her  baby,  but,  at 
least  initially,  to  pay  the  mother  the  compliment  that  she  was  faced  with 
a  reality  problem,  and  show  her  that  the  eight  weeks  could  be  used  as  an 
experiment  just  as,  in  fact,  it  was.  My  own  therapeutic  experience  leaves 
me  with  the  impression  that  it  is  best  always  to  start  with  candor  tempered 
with  giving  the  client  the  benefit  of  the  motivational  doubts  (in  this  in- 
stance, giving  the  mother  the  benefit  of  being  motivated  by  the  reality  of 
her  son's  deficiencies  coupled  with  her  own  high  standards  for  his  perform- 
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ance,  rather  than  by  any  pathological  ncotl  to  keep  liirn  lu;r  bubyj  nnfil 
the  client's  behavior  clearly  implies  motives  which  stand  in  tlu;  way  of 
achieving  professed  goals. 


Fay  Karpf  .  ,  . 

The  therapist  in  this  critical  incident  states,  in  reference  to  the  mother 
of  the  boy,  that  insofar  as  she  herself  was  concerned  "for  various  reasons, 
the  first  interview  with  me  was  to  be  the  only  one,  and  consequently  the 
therapist  felt  that  he  was  in  a  very  peculiar  position."  But  the  mother  did 
return  for  another  interview  when  recjuested,  she  reported  regularly,  and 
carried  out  instructions  faithfully.  Perhaps  the  therapist  accepted  too 
readily  the  view  that  he  could  have  only  one  interview  with  the  mother. 
For  this  was  obviously  a  situation  in  which  preparation  was  necessary  on 
the  part  of  mother  and  child  before  deciding  on  such  a  drastic  procedure 
as  the  therapist  undertook  and  which  left  him  with  justifiable  ethical  mis- 
givings. 

The  experience  could  have  been  quite  traumatic  for  the  child,  and 
despite  the  seemingly  good  results  that  were  obtained,  perhaps  it  actually 
was.  For  an  exceptionally  dependent  child  to  be  told  suddenlv  and  with- 
out any  explanation  that  his  mother  and  his  brother  "just  don't  want  to 
help  him  any  more"  and,  whereas  the  family  revolved  about  him  and  his 
reading  before,  to  be  led  to  think  without  any  preparation  "that  his  read- 
ing is  his  problem  and  that  you  [his  mother]  are  no  longer  interested  in  it," 
would  seem  to  be  not  only  drastic,  but  also  hazardous  handling.  As  a  mat- 
ter of  fact,  the  mother  reported  that  "Jim  seemed  upset  by  the  new  pro- 
cedures, and  begged  and  pleaded  for  help,  but  that,  even  though  her  heart 
was  breaking  at  his  pleas,  she  did  not  help  him."  One  might  reasonably 
ask:  At  what  cost  in  terms  of  family  relationships  was  the  success  in  this 
critical  incident  secured? 

As  for  the  mother  herself,  if  the  therapist's  views  about  her  perfectionis- 
tic  standards  "and  her  need  to  feel  wanted"  were  valid,  if  she  was  in  realit) 
holding  her  son  back  through  helping  him  because  she  wanted  to  keep  him 
tied  to  her  as  a  baby,  then  it  would  seem  that  she  herself  was  in  urgent  need 
of  therapy,  perhaps  more  so  than  Jim.  It  is  not  unusual  for  parents  to  seek 
help  for  children  when  they  are  themselves  the  major  problem.  Further- 
more, if  the  above  was  well  founded  in  fact  and  feeling,  the  mother  could 
have  obstructed  therapy  in  a  hundred  different  ways  bv  shifting  to  some 
other  area  of  Jim's  possible  dependency.  For  even  considering  Jim's  im- 
provement, he  probably  still  found  it  difficult  to  hold  his  o^^'n  against  his 
brothers,  both  of  whom  "were  doing  very  well,  and  were  no  cause  for 
trouble,"  and,  therefore,  he  might  still  be  moti\ated  b\-  a  compensating 
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desire  for  his  mother's  atention.  It  all  comes  down  again  to  the  view  that 
this  was  a  situation  in  which  simultaneous  or  at  least  preparatory  therapy 
with  mother  and  child  was  indicated,  even  in  the  face  of  noted  obstacles 
and  with  the  possible  loss  of  some  time  for  Jim.  This  situation  was  in  no 
sense  an  emergency,  notwithstanding  the  statement  that  the  family  was 
"upset  about  Jim,  and  he  too  was  rather  nervous."  In  the  latter  case,  there 
would  of  course  have  been  no  need  for  what  the  therapist  terms  his 
"duplicitv"  (which,  by  the  way,  is  a  rather  harsh  term  for  the  therapist  to 
apply  to  his  procedure ) . 

But  assuming  with  the  therapist  that  the  above,  more  leisurely  pro- 
cedme  was  impossible,  was  there  then  a  violation  of  ethics?  Evidently  the 
therapist  was  concerned  and  felt  a  little  guilty  about  his  procedure.  But  it 
seems  to  tliis  commentator  that  we  are  dealing  here  with  a  question  of 
judgment  and  viewpoint  rather  than  with  an  outright  question  of  ethics. 
"Was  the  end  justified  by  the  means?"  "Was  the  fact  that  Jim  did  improve 
.  .  .  suflScient  justification  for  my  means  of  operating?"  If  you  believe  in 
authoritarian  types  of  therapy,  you  might  consider  the  procedure  justified, 
assuming  that  the  judgment  of  the  therapist  as  to  conditions  was  good.  If 
you  do  not  believe  in  authoritarian  types  of  therapy,  you  probably  would 
not  approve  of  the  procedure. 

When  a  person  comes  for  therapy,  does  he  surrender  his  right  of  self- 
determination  and  self-responsibility,  even  his  right  to  make  mistakes  from 
which  the  therapist  could  protect  him?  And  when  another  person  is  in- 
volved, in  this  case  a  12-year-old  child,  does  the  therapist  have  the  right  to 
assume  responsibility  and  impose  his  judgment  on  the  situation  without  the 
consent  of  the  parent  or  even  an  attempt  at  securing  consent  by  persuasion 
or  other  means?  The  therapist  states:  "I  decided  to  'trick'  the  mother  into 
doing  what  I  thought  she  should  do."  That  practically  puts  the  therapist  in 
the  role  of  a  dictator  who  "always  know  best,"  which  is  not  a  fitting  role  for 
him,  especially  in  a  democratic  society.  This  latter  point  has  many-sided 
implications  for  the  socio-cultural  interpretation  of  pyschotherapy,  an  im- 
portant aspect  of  the  subject  which  is  just  beginning  to  attract  merited 
attention. 

It  does  not  seem  that  the  suggested  comparisons  to  dentist  and  physician 
hold.  Everybody  knows  that  when  the  dentist  says,  "This  won't  hurt,"  he  is 
just  trying  to  calm  the  patient.  As  for  the  physician's  use  of  a  placebo,  he 
usually  does  not  feel  the  need  of  disillusioning  the  patient  through  a  con- 
fession. The  situation  in  psychotherapy  is  diflFerent,  since  it  often  deals  with 
one's  basic  rights  and  responsibilities  as  a  person,  as  a  family  member,  and 
as  a  citizen.  What,  in  fact,  was  the  reaction  of  the  mother  to  the  therapist's 
admitted  manipulation  of  her  relationship  to  her  son?  And  with  what  con- 
ception of  psychotherapy  and  psychotherapists  was  she  left?  If  she  ever 
had  occasion  to  turn  to  psychotherapy  again,  would  she  be  able  to  trust  her 
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psychotherapist  sufficiently  to  establish  a  good  psychotherapeutic  relation- 
ship, or  would  she  expect  another  attempt  at  trickery? 

The  fact  that  the  therapist  was  able  to  maintain  a  positive  r(!lationship 
with  the  mother  is  a  tribute  to  his  evident  sincerity,  which  he  was  somehow 
able  to  communicate  in  spite  of  his  insecurity  about  his  procedure.  This  and 
the  successful  outcome  of  the  experiment  must  have  moderated  anv  re- 
sentment the  mother  might  otherwise  have  felt.  Iler  continuing  positive 
relationship  to  the  therapist  is  evidenced  by  the  readiness  with  which  she 
accepted  his  explanation  as  to  why  he  felt  the  need  of  proceeding  as  he 
did  when  he  finally  made  his  confession  to  her. 

David  Riesman  .  .  . 

The  ethical  dilemma  here  is  indeed  a  real  one  that  is  faced  in  another 
way  by  a  physician  who  is  called  in  by  parents,  who  are,  let  us  say.  Christian 
Scientists,  whose  child  has  appendicitis  and  needs  to  be  operated  on.  If  the 
physician  is  to  save  the  child,  he  knows  he  must  trick  or  even  coerce  the 
parents.  The  problem  arises  because  of  the  question  as  to  who  is  the  real 
client  here — the  mother  who  is  paying  the  bill,  or  the  child  himself?  To  save 
Jim,  the  therapist  had  to  use  on  the  mother  the  very  vices  which  had 
previously  imprisoned  Jim.  He  no  doubt  knew  enough  about  the  family's 
cultural  values  to  see  how  well  defended  the  mother's  position  was  against 
the  frontal  assault,  and  yet  by  the  same  token  how  vulnerable  to  him  when 
he  posed  as  the  all-seeing  "expert."  But  I  think  he  is  saved  and  without 
excessive  casuistry  even  with  reference  to  her,  for  in  the  end  he  liberates  her 
as  well  as  Jim  from  such  dependence  on  experts.  In  this  respect  the  incident 
resembles  the  famous  Solomon  Asch  experiment  in  which  subjects  are 
duped  bv  stooges  not  to  "see"  what  their  eyes  tell  them  about  the  length  of 
lines.  Once  they  are  told  of  the  deception  which  has  been  practiced  on 
them  the  effect  is  often  dramatically  therapeutic,  for  they  realize  either 
that  they  were  right  in  standing  against  the  majority  or,  if  the^^  gave  wa\% 
that  they  had  better  look  into  the  cause  of  such  weakness.  Other  mothers 
inclined  to  over-protection  might  find  an  experience  such  as  the  one  re- 
corded here  therapeutic  for  them. 

Bess  Sondel  .  .  . 

Let  us  put  the  therapist's  thinking  into  systemic  language^ — tlie  lan- 
guage of  form,  the  language  of  pattern.- 

1  See  Charles  Morris,  Signs,  Language  and  Behavior  (Englewood  Cliffs,  X.].: 
Prentice-Hall,  Inc.,  1946). 

~  See  Bess  Sondel,  The  Humanity  of  Words,  A  Primer  of  SematUics  (New  York: 
World  Book  Company,  1958). 
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The  therapist  analyzed  the  problematical  situation  as  follows: 

The  mother's  behavior  is  the  cause  of  this  boy's  trouble  (undesirable 
effect). 

From  this  causal  pattern,  the  therapist  moved  to  a  means-end  pattern: 
Remove  the  cause  ( means ) ;  alter  the  effect  favorably  ( end ) . 

In  presenting  this  means-end  plan  to  the  mother,  the  therapist  com- 
municated tvi'O  things: 

(a)  The  means  are  absolute:  "It  will  require  your  absolute  coopera- 
tion." Here  is  incitive  language  with  a  view  to  "control." 

( b )  The  end  is  uncertain :  "Even  if  it  may  result  in  lowering  Jim's  read- 
ing ability.  .  .  ." 

It  should  be  noted,  also,  that  the  operations  to  be  instituted  by  the 
therapist  give  a  promise  of  control:  "I  promise  faithfully  to  do  whatever 
you  tell  me."  The  therapist's  signs  have  been  adequate  (again,  to  use 
Morris's  term ) ;  they  have  had  the  desired  effect  on  the  recipient. 

The  therapist  made  a  diagnosis.  He  interpreted  symptoms  as  a  sign  of 
an  unfavorable  relationship  between  mother  and  son.  He  set  up  a  means- 
end  hypothesis  in  an  effort  to  affect  the  causal  factor.  The  therapist  was, 
in  other  words,  manipulating  what  he  considered  to  be  a  determinating 
factor  but  keeping  the  patient  as  an  observable  and  relatively  nonvariable 
element.  The  therapist  questions  the  legitimacy  of  this  procedure.  If  he  is 
concerned  with  his  reasoning,  I  should  ask,  M^iij?  In  order  to  change  a 
problematical  situation,  it  seems  necessary  to  manipulate  causal  factors 
( directly  or  indirectly )  which  give  rise  to  the  ( undesirable )  effect.  Every 
means-end  hypothesis  that  involves  human  beings  is  uncertain.  The  thera- 
pist made  this  clear  to  the  mother.  He  "used"  the  mother  to  affect  the 
patient,  without  her  knowing  it.  Could  he  have  done  otherwise  under  the 
circumstances  without  "spoiling"  the  experiment? 

The  therapist  asks  two  questions;  one  which  relates  to  his  reasoning,  and 
the  other  which  relates  to  "ethics. " 

Could  other  hypotheses  have  been  established?  he  asks.  If  he  means  by 
this.  Could  other  hypotheses  have  been  entertained;  analyzed  and  evalu- 
ated? the  answer  is,  of  course.  Yes.  Every  diagnosis  is  differential.  If  he 
means  by  this.  Could  other  hypotheses  have  been  proved?  he  is  posing  a 
question  that  befuddles  the  issue.  The  results  of  his  experiment  do  not,  as 
he  suggests,  "clearly  point  out  that  this  hypothesis  is  correct."  As  Dewey  so 
clearly  indicates  in  his  Logic:  The  Theory  of  Inquiry,  we  can  never  be 
certain  whether  or  not  other  factors  ( unknown  or  even  unknowable )  have 
affected  the  result. 

Does  the  cud  justify  the  means?  he  asks.  Here,  I  believe  the  language  of 
the  therapist  reveals  the  way  he  talks  to  himself — the  way  he  thinks.  Here 
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we  seem  to  liav(; — even  on  the  printed  page! — noiiverlial  cornrruiriication 
that  reveals  the  value  system  of  the  e(jmmunicator.  "Dnplicity,"  "trick," 
"confession"  are  terms  that  arc;  flavorsome  of  an  inner  conflict  that  is  detri- 
mental to  the  therapeutic  process.  When  a  mecJical  man  gives  a  plac(;h(j,  In; 
is  not  concerned  with  his  own  guilt.  No  thought  of  duplicity  enters  his  mind. 
His  whole  self — ideas  filtered  by  values — is  patient-directed  and  not  com- 
plicated by  inner-directedness.  This  inner-dircxtedness  cannot,  in  my 
opinion,  be  explained  away  by  the  therapist  through  symbols  of  "higli 
ideals"  or  "ethical  standards."  A  therapist  who  is  whole-heartedly  patient- 
directed  is  not  troubled  by  such  inner  conflicts. 

Does  the  end  justify  the  means?  This  is  an  age-old  philosophical  fjues- 
tion  and  a  footless  one,  it  seems  to  me,  unless  it  is  attached  to  a  specific  goal 
that  calls  for  specific  operational  means.  To  speak  of  means  and  ends  as  if 
isolated — on  the  abstract  level — is  to  invade  a  universe  of  discourse  suitable 
to  ghosts. 

There  is  much  to  be  gained  by  manipulation  of  determinative  aspects 
of  a  situation-as-a-whole.  The  mother  and  son  were,  in  this  case,  aspects  of 
a  situation-as-a-whoIe  in  which  no  sharp  division  could  be  drawn  between 
the  two.  The  therapist  is  obliged  to  analyze  and  use  the  relevant  aspects  of 
the  field.  Indirection  is  a  subtle  and  powerful  means  of  effecting  desired 
change.  In  this  case,  the  therapist  seems  to  have  moved  forward  intuitively 
and  with  apparent  success.  It  is  my  opinion  that  he  should  proceed  in  like 
operational  manner  but  ( 1 )  with  a  clear  awareness  of  the  nature  of  the  re- 
lationships involved  (as  understandable  and  communicable  by  systemic 
language),  and  (2)  with  a  clear  awareness  of  the  usefulness  of  behavior 
patterns  in  his  strategy  for  transformation. 


All  Alone 
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History 

Patient  was  a  girl,  19  years  of  age,  brought  from  a  foreign  country 
by  one  of  her  relatives  after  having  been  sick  for  about  three  years. 
Withdraw^n,  nonresponsive,  negativistic,  almost  catatonic.  A  psy- 
chiatrist whom  the  family  consulted  diagnosed  the  patient  as  schizo- 
phrenic and  advised  commitment  to  an  institution.  Friends  of  the 
family  insisted  on  an  attempt  being  made  with  Adlerian  analysis. 

She  was  a  good-looking  patient,  delicate,  somehow  languishing, 
unwilling  to  communicate,  and  obviously  in  utter  anxiety.  Tlie  rela- 
tive who  had  brought  the  patient  from  her  native  country  to  the  first 
psychiatrist  and  then  to  the  psychiatrist  who  was  to  undertake  the 
therapy  had  left  town  again,  leaving  the  patient  to  her  own  devices 
in  a  rented  room  where  the  patient  spent  whole  days  without  eating, 
cleaning  herself,  or  dressing;  without  speaking  the  language  of  the 
country  too  well;  and  without  knowing  a  soul  apart  from  the  psy- 
chiatrist, the  familv  friend,  and  the  therapist.  She  was  unwilling  to 
give  her  address,  but  agreed  to  come  every  day  at  a  certain  time  for 
an  hour's  interview. 
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Slowly  she  revealed  her  family  situation.  The  father  had  died,  two 
older  brotlicrs  were  nding  the  household  consisting  of  her  motlier  and 
herself.  Thcv  also  had  tal<(Mi  over  the  father's  storr  and  lield  the  j)nrse- 
strings.  One  brother  especially  was  brutal,  had  beaten  tlie  patient 
many  times,  and  had  become  very  angry  when  three  years  ago  she 
had  gone  into  a  deep  depression  and  could  not  lielp  in  the  store  as  the 
brothers  recjuested.  At  tliat  time,  she  seems  to  have  had  hallucina- 
tions, whicli,  liowever,  were  not  apparent  at  tlie  time  ol  therapv. 

She  had  always  wanted  to  have  an  education  whicIi  was  refused 
because  "no  girl  needed  to  know  anvthing."  Freedoiu  of  moxement 
and  of  choice  had  been  denied  to  her  bv  her  family,  and  she  had 
waxed  more  rebellious  but  had  lacked  tlie  courage  for  open  attack. 
She  became  more  and  more  witlidrawn;  could  not  get  up  manv  days, 
certainly  could  not  work;  lost  weight,  sleep,  and  appetite;  and  offered 
more  and  more  the  picture  of  a  catatonic  psychosis. 

Basically  a  person  of  dogged  determination  she  eventually  fright- 
ened her  family  enough  so  that  they  were  willing  to  send  her  away 
with  the  one  relative,  a  sister-in-law  with  whom  she  had  been  on  good 
terms.  She  had  been  certain  that  once  away  from  liome  she  would  be 
going  to  school  and  get  the  education  that  her  brothers  had  begrudged 
her. 

For  weeks  after  her  arrival  she  still  was  completely  despondent, 
sleepless,  talking  very  little  and  almost  in  a  mumble.  In  the  street  she 
walked  with  head  bent  down;  if  someone  walked  on  the  same  curb 
in  the  other  direction,  she  crossed  the  road  so  as  not  to  ha\  e  to  meet. 
But  she  came  regularly  to  her  sessions  until  the  incident  occuiTcd. 

Incident 

The  day  before  the  patient  had  talked  a  great  deal  about  suicide, 
as  she  thought  that  she  was  worthless,  could  ne\"er  get  out  of  her  diffi- 
culties, blaming  her  relati\-es  for  her  plight  and,  of  course,  the  thera- 
pist for  not  pulling  her  out  of  her  troubles  without  bothering  her  with 
her  having  to  cooperate  in  this  work.  At  the  end  of  tlie  session  she  was 
given  another  appointment  for  the  next  dav,  for  1  p.m. 

The  patient  didn't  come,  didn't  call;  she  still  had  refused  to  gi\  e 
her  address.  The  problem  was  either  to  give  way  to  one's  fear  that 
she  might  have  carried  her  revenge  ideas  to  the  point  of  attempting 
suicide  and,  bv  trying  to  interfere,  to  be  drawn  into  her  net  of  domi- 


118  All  Alone  by  the  Telephone 

nation;  or  to  wait  it  out  in  the  hope  that  one's  own  outlook  on  her 
problem  was  correct  and  that  she  was  using  this  as  a  means  to  make 
the  therapist  subservient,  as  she  had  done  with  her  family. 

The  decision  was  made  in  favor  of  waiting.  At  9  p.m.  the  patient 
called  and  said  that  she  had  had  a  toothache  and  that,  therefore,  she 
did  not  keep  her  appointment.  She  was  told  that  it  was  a  good  idea  not 
to  run  about  with  a  toothache  and  that  she  should  come  back  next 
day. 

She  came  and  not  a  word  was  said  about  the  whole  incident,  al- 
tliough  the  patient  apparently  wanted  to  be  asked  about  it.  It  was 
considered  more  fruitful  for  the  continuation  of  the  therapy  to  accept 
lier  fictitious  toothache  as  fact. 

From  this  time  on,  the  patient  became  more  communicative, 
livelier,  as  if  the  realization  that  no  reproach  was  uttered  for  not  hav- 
ing called  on  time  gave  her  the  impression  that,  on  the  part  of  the 
therapist,  friendly  feelings  and  respect  for  her  decision  would  make  it 
worth  her  while  to  open  up  more. 

Unfortunately,  her  family  decided  to  take  her  back  home,  and  six 
weeks  after  the  first  interview  her  brother  appeared  and  without  any 
consultation  with  the  therapist  took  the  patient  away. 

Discussion 

The  short  time  of  therapy  was,  of  course,  not  nearly  enough  even 
to  get  into  some  of  the  more  important  factors  of  the  patient's  illness. 
But  it  was  considered  a  much  better  procedure  to  use  a  few  points  of 
clarification  and  interpretation  while  establishing  a  relationship  of 
confidence  on  the  part  of  the  patient.  It  could  be  shown  to  her  that 
her  desire  for  education  as  a  means  of  outdoing  her  brothers,  under 
whose  domination  she  was  suffering,  being  a  girl  and,  therefore,  no 
good,  and  her  method  of  sabotaging  this  verv  education  were  one  ex- 
pression of  her  enormous  ambitiousness.  About  three  months  after 
her  return  home  patient  wrote  a  letter  ending  with  the  following 
words:  "I  have  never  hated  anvone  as  much  as  I  hate  vou.  Because  I 
know  now  that  I  only  have  one  way  before  me :  to  get  well." 

Three  years  later  patient  returned  for  a  visit,  and  only  then  was 
the  conversation  turned  to  the  suicide  threat.  It  was  interesting  that 
the  patient  said,  first,  that  she  did  not  remember  that  incident  at  all; 
then,  that  she  did  not  do  it  to  try  to  frighten  the  therapist;  and  lastly, 
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that  the  therapist's  aetioii  had  given  her  the  feeling  that  h(;rc  slie  was 
understood. 


RUDOLIMF    DhKIKUHS    .    .    . 

It  takes  the  courage  of  an  Adlerian  to  accept  a  patient  such  as  this  one 
for  psychotherapy.  However,  this  reviewer  would  not  liave  undertaken  this 
task  and  assumed  the  responsihihty  for  such  a  sick  girl  left  alone  in  the  city, 
without  at  least  having  her  address.  This  would  be  a  minimunn  contributicjn 
on  the  part  of  the  patient.  If  she  was  unwilling,  I  would  express  my  under- 
standing for  her  distrust,  which  was  part  of  her  condition,  but  w(nild  have 
worked  out  this  problem  with  her,  making  her  realize  the  therapist's  re- 
sponsibility. 

Such  undue  "permissiveness"  is  the  less  indicated  since  it  is  obvious  that 
the  patient,  in  a  passive  way,  was  concerned  with  power,  defeating  the 
aggressive  power  of  her  relatives.  It  was  this  obvious  yielding  to  the  pa- 
tient's direction  which  explained  the  dramatic  effect  of  the  "incident." 

One  can  agree  with  the  therapist  that  it  was  handled  very  adequatel)' 
and  that  her  (I  assume  it  is  a  she)  response  to  the  patient's  exceedingly 
provocative  behavior — which  was  obviously  designed  to  frighten  the  thera- 
pist— was  a  crucial  moment  in  their  relationship.  However,  the  good  effect 
has  not  been  completely  explained.  The  patient  said  that  she  felt  "under- 
stood." It  seems,  however,  that  there  must  be  more  to  it.  The  therapist 
showed  not  only  "friendly  feelings  and  respect"  by  not  reproaching  her;  she 
did  much  more  than  that,  she  became  for  the  first  time  a  match  for  the 
patient.  Ignoring  the  threat  and  the  danger  of  the  situation,  she  was  no 
longer  intimidated  by  the  patient. 

There  is  another  important  factor  involved.  Doing  the  opposite  of  what 
the  patient  expects  is  very  often  exceedingly  effective,  particularly  in 
moments  when  the  patient  has  the  therapist  on  the  run  or  cornered.  The 
element  of  surprise  deprives  the  patient  of  his  mostly  unconscious  schem- 
ing procedure.  For  this  reason,  actions  which  produce  shock  effect  are  usu- 
ally helpful  in  a  deteriorating  relationship.  (In  a  good  relationship,  they 
may  have  the  opposite  effect. ) 

Vincent  Herr  ... 

In  this  incident  the  therapist  has  taken  a  calculated  risk  as  to  the  serious- 
ness of  the  client's  desire  to  do  damage  to  herself.  Persons  who  have  been 
in  similar  situations  know  what  a  disturbing  experience  this  can  be  for  the 
counselor  or  therapist.  The  writer  has  known  voung  therapists  who  ha\e 
stayed  awake  nights  worrving  about  such  a  risk,  and  has  also  witnessed  a 
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case  in  which  the  therapist  made  a  "false  decision"  about  the  seriousness 
of  the  client's  wish,  and  as  a  consequence  became  so  threatened  in  the 
role  of  therapist  that  she  had  to  take  treatment  herself.  All  this  shows  the 
gravity  of  the  consequences  following  upon  what  seems  like  a  small  de- 
cision, namel}'  wliether  to  get  perturbed  with  the  client  or  to  act  as  if  the 
client  really  did  not  intend  to  carry  out  a  threat  of  suicide. 

The  incident  also  shows  up  very  clearly  the  serious  consequences  in  the 
life  of  any  man  which  follow  upon  a  loss  of  life  goals  and  of  the  meaning 
and  value  of  life.  It  would  be  a  real  contribution  to  the  science  of  therapy  if 
more  research  could  be  done  and  published  telling  us  just  how  a  person 
does  become  endowed  with  a  conviction  of  his  own  worth,  and  a  determina- 
tion to  pursue  worthwhile  goals  when  perhaps  no  one  else  in  the  world 
seems  to  see  any  good  whatever  in  such  a  person. 

This  writer  believes  the  therapist  acted  with  some  sort  of  intuition  so 
that  there  was  very  nearly  a  state  of  certainty  that  the  client  could  be  helped 
out  of  the  difficult  dilemma  in  which  she  found  herself.  On  the  other  hand 
it  might  well  have  happened  that  the  very  action  of  the  therapist  in  "wait- 
ing" it  out  changed  a  previous  determination  on  the  part  of  the  client.  In 
other  words,  his  treatment  method  removed  some  of  the  hostility  that  was 
directed  inward  on  the  part  of  the  patient.  At  an\'  rate  the  risk  seems  to 
have  been  well  taken,  and  the  "understanding"  and /or  "appreciation"  that 
the  therapist  showed  actually  resulted  in  a  favorable  outcome  for  the 
patient — for  which,  of  course,  she  would  be  eternallv  grateful. 

The  incident  also  shows  the  suflFerings  and  inferiority  feelings  that 
women  are  likely  to  feel  when  they  are  dominated  by  males  from  earliest 
infancy.  This  attitude  on  the  part  of  the  older  brothers,  together  with  the 
general  unhappy  state  of  the  client's  childhood,  no  doubt  did  a  great  deal 
to  foster  the  feeling  of  worthlessness,  and  to  induce  the  withdrawing  ten- 
dencies so  clearly  portiayed  in  this  short  statement  about  the  case.  It  would 
appear  that  this  again  might  be  traced  to  culturallv  determined  patterns 
whereby  the  roles  of  the  two  sexes,  are  opposed  to  each  other  in  regard  to 
prominence  and  life  occupations.  If  women  are  inferior  to  men,  it  is  cer- 
tainly not  in  basic  worth  and  mental  ability.  In  fact,  the  realization  of  a 
God-given  equality  in  the  essentials  of  a  human  being,  as  shared  diflFerently 
by  male  and  female,  would  go  a  long  way  toward  dissipating  these  so- 
called  "inferioritv '  feelings  ^^'hich  women  so  often  have.  If  the  patient  in  the 
case  had  not  responded  so  fiercely  to  the  environmental  forces  which  made 
her  feel  inferior  to  men,  and  had  at  the  same  time  realized  within  her  heart 
of  hearts  that  there  should  not  be  this  discrimination,  there  would  have 
been  less  conflict  and  therefore  perhaps  less  danger  of  de\'eloping  self- 
destructive  tendencies. 

One  last  comment  seems  in  order.  Even  though  the  patient  had  been 
diagnosed  as  schizophrenic,  the  therapist  did  not  thereby  consider  that  a 
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siiicidt;  was  inevitable.  The  present  writer  has  saved  s(!veral  sinnilar  persons, 
but  only  with  some  trepidation  on  his  part — which,  of  course,  could  never 
be  made  known  to  the  patient.  We  see  then  that  the  therapist  wIkj  handled 
this  case  had  to  maintain  a  delicate  balance  of  apprtrciation  and  und(;r- 
standing  of  the  patient's  real  needs,  together  with  the  feeling  of  confidence 
that  there  would  be  a  favorable  outcome.  This  combination  of  feelings  will 
certainly  produce  a  healthy  effect  upon  a  suicidal  patient,  and  there  .seems 
to  be  no  other  course  for  the  therapist  to  follow  in  certain  cases  of  this  sort. 
It  is,  nevertheless,  a  risk  in  every  case,  and  prudence  plus  experience  can  be 
the  only  determiners  of  the  therapist's  choice. 

The  ethics  involved  in  permitting  a  patient  to  make  such  a  threat  \\  ith- 
out  protesting  and  laying  down  the  law,  as  it  were,  have  been  discussed 
at  great  length  by  moralists  and  ethicians,  usually  to  no  avail.  That  is,  they 
never  come  up  with  any  answers  which  really  tell  us  what  to  do  in  similar 
circumstances.  Of  course,  any  therapist  who  was  absolutely  certain  that  the 
patient  would  walk  out  and  immediately  carry  out  the  act  of  threatened 
suicide  would  not  allow  him  to  walk  out.  It  has  always  seemed  to  the 
present  writer  that  all  the  disputes  of  the  moralists  could  be  avoided  if  we 
were  to  remember  one  simple  rule:  whenever  a  patient  gives  any  hope  of 
improvement  in  his  feelings  and  attitudes,  as  a  result  of  an  interview  or  a 
series  of  sessions  with  a  therapist,  then  the  therapist  is  certainh'  not  jeopard- 
izing anybody's  life  or  otherwise  committing  evil  by  "permitting"'  the  client 
to  continue  to  solve  his  own  problems  with  growing  insights  and  support 
from  without.  The  most  astounding  and  totally  undesirable  results  of  "not 
permitting'  or  of  "scolding"  the  patient  when  he  threatens  suicide  are 
written  over  the  pages  of  history.  So  too  are  the  good  results  of  having  a 
trusted  person  really  understand  another  and  help  him  ^^  ith  true  kindness 
to  bear  up  under  the  distressing  situations  of  life. 

This  writer  had  just  a  hint,  arising  from  the  final  paragraph  of  the  re- 
ported incident,  that  the  patient  was  not  yet  wholly  cured.  Cause  for  think- 
ing this  might  well  arise  from  the  fact  that  the  patient  had  completelx' 
erased  her  threatened  suicide  from  her  memorv,  and  acted  as  if  it  ne\  er  had 
happened.  Coupled  with  this  doubt  of  a  permanent  cure  is  the  thought  that 
also  there  had  been  real  progress  over  the  three  }'ears,  since  the  patient  after 
analysis  did  see  clearly  the  reality  of  the  fact  that  "she  had  not  made  the 
threat  of  suicide  in  order  to  frighten  the  tlierapist." 


Fay  Karpf  .  .  . 

This  is  both  a  very  interesting  and  verv  challenging  case  and  incident: 
first,  because  despite  an  unfavorable  diagnosis,  the  therapist  recognized 
the  health  possibility  of  the  patient;  second,  because  a  strong  therapeutic 
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relationship  was  evidently  early  established  and  took  firm  root  in  the  dy- 
namics of  the  patient,  even  though  the  therapy  continued  for  only  six 
weeks;  third,  because  of  the  therapist's  handling  of  the  critical  incident, 
which  highlights  an  important  ethical  and  professional  problem. 

It  would  have  been  most  helpful  to  get  the  therapist's  view  regarding 
the  original  psychiatric  diagnosis  and  the  basis  for  his  disregard  of  the 
advised  institutional  commitment,  in  view  of  the  patient's  long  period  of 
illness  and  her  serious  symptoms.  But  in  the  absence  of  any  comment  on 
this  diagnosis  and  recommendation,  either  in  confirmation  or  correction  of 
them,  it  must  be  assumed  that  the  therapist  disagreed  with  the  diagnosis 
and  the  suggested  plan  of  treatment.  Furthermore,  after  only  a  brief  period 
of  therapy,  the  therapist  was  sufficiently  confident  that  his  "own  outlook 
on  her  problem  was  correct"  to  chance  a  possible  suicidal  attempt  without 
interference.  What  could  have  been  the  basis  of  this  risky  display  of  con- 
fidence? The  therapist's  faith  in  the  fundamental  soundness  of  the  patient 
supported  by  the  "relationship  of  confidence"  which  he  sought  to  foster? 
Even  assuming  a  strong  therapeutic  relationship,  indirectly  evidenced  by 
the  patient's  later  comments  and  her  subsequent  behavior,  the  question  still 
arises :  Was  the  therapist  justified  in  taking  such  a  risk?  In  a  good  working 
patient-therapist  relationship  should  it  not  be  possible  to  react  as  a  human 
being  in  an  emergency  without  being  threatened  by  what  the  therapist 
terms  the  patient's  "net  of  domination "? 

The  problem,  according  to  the  therapist,  was :  ".  .  .  either  to  give  way 
to  one's  fear  that  she  might  have  carried  her  revenge  ideas  to  the  point  of 
attempting  suicide  and,  by  trying  to  interfere,  being  drawn  into  her  net  of 
domination;  or  to  wait  it  out  in  the  hope  that  one's  own  outlook  on  her  prob- 
lem was  correct  and  that  she  was  using  this  tactic  as  a  means  to  make  the 
therapist  subservient,  as  she  had  done  with  her  family."  The  decision,  he 
states,  was  made  in  favor  of  waiting.  The  wisdom  of  this  decision  can  well 
be  argued.  Most  therapists  would  probably  feel  that  the  temporary  pro- 
fessional hazard,  even  if  it  did  exist,  was  by  far  the  lesser  risk,  and  further- 
more one  that  could  be  counterbalanced  in  the  course  of  later  therapy  and 
hence  would  prefer  to  err,  if  at  all,  in  the  latter  direction.  However,  the  out- 
come of  the  therapist's  procedure  was  apparently  favorable  and  evidently 
made  a  deep  impression  on  the  patient.  Perhaps  it  indicates  the  correctness 
of  his  appraisal  of  the  total  situation. 

The  next  day,  according  to  the  therapist,  not  a  word  was  said  about  the 
whole  incident,  and  he  accepted  the  patient's  fictitious  and  insignificant 
excuse  as  fact.  "It  was  considered  more  fruitful  for  the  continuation  of  the 
therapy  to  accept  her  fictitious  toothache  as  a  fact."  One  wonders  about  this 
statement  and  why  the  therapist  considered  it  necessary  to  accept  the  ficti- 
tious excuse  as  a  fact  without  exploration  at  the  time  of  the  incident  or  later 
until  the  expiration  of  the  six  weeks  period  of  therapy. 
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Similarly,  the  justification  of  some  of  tht;  suggested  interpretations  may 
be  argued  but  they  were  aeeepted  by  the  patient  witfiout  protest  and  seem- 
ingly set  her  on  the  patli  of  a  mor(!  constructive;  use  of  fier  personal  re- 
sources, to  the  extent  that  she  was  able  to  admit  tlie  emotional  character  oi 
her  illness  and  to  realize  that  the  therapist  understood  her  pattern  of  be- 
havior. 

Nothing  is  said  about  the  possibility  that  a  change  of  circumstances 
may  have  been  a  factor  in  the  therapy,  such  as  the  understanding  support 
of  the  girl's  American  relative.  But  in  any  event  and  despite  challenging 
areas  of  possible  difference  of  viewpoint  and  interpretation,  the  case  as 
a  whole  would  seem  to  represent  a  triumph  of  brief  therapy.  The  fact  that 
the  patient  wrote  to  the  therapist  after  three  months  and  visited  him  again 
after  three  years  is  evidence  of  the  continuing  significance  (;f  the  therapy  in 
the  life  of  this  desperately  frustrated  girl. 


J.  W.  Klapman  ... 

The  therapist  has  certainly  penetrated  this  patient's  deeper  dynamics 
and  handled  the  patient  with  great  finesse.  As  he  describes  her,  she  was 
apparently  an  individual  with  a  will  and  ambition  and  would  make  very 
little  compromise  with  her  life  situation.  In  some  instances,  not  rarely  en- 
countered, this  kind  of  absolutely  uncompromising  will  is  related  to  even 
more  unrealistic  ends,  with  what  might  be  called  utterly  "nebulous  goals," 
and  very  frequently  with  tragic  results. 

Not  being  able  in  any  other  way  to  gain  any  retribution  against  her  rela- 
tive or  to  achieve,  in  her  case,  a  more  practical  goal  (an  education)  she 
resorted  to  the  more  extreme  device  of  wreaking  vengeance  on  herself  by 
starvation,  withdrawal,  and  flight  into  schizophrenia. 

And  still,  throughout  such  a  drastic  resort  to  schizophrenia,  there  is  the 
longing  for  that  angelic  and  ethereal  being  who  can  and  will  penetrate  the 
strategem,  fulfill  her  wishes,  and  rescue  her  from  that  estate. 

The  fallacy  of  resorting  to  schizophrenic  withdrawal  to  gain  any  end, 
either  consciovisly  or  unconsciously,  very  much  lies  in  the  fact  that  schizo- 
phrenia, however  begun,  is  often  a  one-way  street  and  a  dangerous 
strategem.  Then,  perhaps,  the  resort  to  schizophrenia  \\'as  more  hostile 
retribution  than  any  genuine  motivation  for  an  education.  For,  when  the 
opportunity  to  go  to  school  did  present  itself  at  her  sister-in-laws',  there 
was  still  no  pursuit  of  an  education.  Unwittingly,  she  \\'as  in  the  process  of 
cutting  off  her  own  nose  to  spite  her  face. 

But  that  psychotherapist  fellow — there  was  something  interesting  there. 
He  actually  seemed  to  have  a  line  on  her — and  was  not  displeased,  nor  did 
he  censure.  He  seemed  "to  dig"  the  patient.  NeNertheless,  he  put  little  stock 
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in,  nor  did  he  buy  any  of,  that  process  of  "nose-cutting"  to  spite  her  face. 
That's  \\4iy  she  said  she  hated  him. 

The  residual  healthy  part  of  her  personality  insisted  that  the  psycho- 
therapist was  right,  and  he  said  "get  well."'  Therefore,  the  patient  com- 
mented: "Because  I  know  now  that  I  only  have  one  way  before  me:  to  get 
well." 

Maybe  the  psychotherapist  was  not  wholly  the  ethereal,  angelic  crea- 
ture she  originally  looked  for,  but  he  was  the  next  best  thing  to  it. 

No  wonder  she  came  back  three  years  later,  in  part,  to  express  her  grati- 
tude. 


E.  H.  Porter  .  .  . 

One  thing  which  strikes  me  as  being  of  interest  here  is  the  diflFerence 
between  how  the  therapist  experiences  his  handling  of  the  situation  and 
his  view  of  how  the  patient  experiences  his  handling  of  the  situation. 

Even  to  old  hands  at  the  game,  and  this  therapist  is  no  beginner,  waiting 
out  a  suicide  threat  is  no  picnic.  I  would  guess  that  were  this  therapist  to  go 
back  over  his  recording  of  the  hour  the  day  before  the  incident,  that  he 
would  find  himself  reacting  at  a  little  higher  pitch  than  ordinarily.  The 
possibility  is  always  present  that  a  patient  may  make  a  mistake  and  his 
threat  will  get  carried  out — a  possibility  with  consequences  no  one  enjoys 
facing. 

How  does  this  therapist  experience  his  handling  of  the  situation?  Al- 
though it  arouses  anxiety,  the  therapist  takes  a  calculated  risk.  He  acts  with 
deliberation.  He  elects  to  use  a  technique  of  nonintervention.  He  experi- 
ences his  handling  of  the  situation  as  a  matter  of  suitable  technique. 

How  does  the  therapist  view  the  patient's  experience  of  being  handled 
in  this  way?  He  states,  "From  this  time  on,  the  patient  became  more  com- 
municative, livelier,  as  if  the  realization  that  no  reproach  [italics  mine]  was 
uttered  for  not  having  called  on  time  gave  her  the  impression  that,  on  the 
part  of  the  therapist,  friendh/  feelings  and  respect  for  her  decision  [italics 
mine]  would  make  it  worth  her  while  to  open  up  more."  In  the  paragraph 
immediately  preceding,  the  therapist  has  said,  "She  came  and  not  a  word 
was  said  about  the  whole  incident,  although  the  patient  apparently  wanted 
to  be  asked  about  it. ' 

We  get  at  one  and  the  same  time  the  notions  that  the  patient  is  eager  to 
be  questioned  about  the  incident,  the  patient  fears  reproach,  and  the  pa- 
tient feels  her  decision  has  been  respected  in  a  friendly  way. 

Since  the  therapist  apparently  avoided  with  some  deliberation  any 
reproachfulness  as  well  as  any  leads  which  might  have  resulted  in  the  pa- 
tient's talking  about  the  incident,  we  have  further  reason  to  feel  that  he 
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was,  in  his  own  view,  practicing  a  technique  and  not  acting  out  of  "respect 
for  her  deciaion"  [itahcs  mine]. 

Chent-centered  therapists  have  for  years  endeavor(.-d  to  study  closely 
their  behavior  during  therapy  and  its  consistency  with  th(;ir  true  feelings. 
It  has  often  driven  us  wild  (one,  at  least)  as  we  sought  to  understand  how 
a  therapist  can  feel  he  is  demonstrating  an  honest  respect  for  a  patient's 
decision,  yet  openly  say  that  he  was  manipulating  tht>situation. 

As  I  look  at  it  now,  I  see  this:  even  though  the  therapist's  motives  may 
have  been  devoid  of  any  real  respect  for  the  patient's  right  to  decide  to 
come  to  the  hour,  to  stay  away  from  the  hour,  or  to  take  lier  own  lite,  never- 
tlieless,  the  therapist  did  not  intervene  in  her  decision  and  that,  in,  of,  and 
by  itself,  is  respectful  behavior. 

In  my  view,  every  patient  (and  person,  too)  not  only  has  dependency 
needs,  needs  to  keep  others  around  for  fulfilling  neurotic  wishes,  but  inde- 
pendency needs  as  well.  Could  it  possibly  be  that  "feeding"  independency 
needs,  needs  for  respect  from,  and  nonintervention  by  others  will  make 
those  needs  grow  and  become  predominant  just  as  the  "feeding"  of  de- 
pendency needs  appears  to  make  them  grow  and  predominate  in  behavior^ 

What  was  that  the  patient  wrote  in  her  letter?  "I  have  never  hated  any- 
one as  much  as  I  hate  you.  Because  I  know  now  that  I  have  onh'  one  way 
before  me:  to  get  well." 

The  therapist  says,  "The  short  time  of  therapy  was,  of  course  [italics 
mine],  not  nearly  enough  even  to  get  into  some  of  the  more  important 
factors  of  the  patient's  illness.  .  .  ." 

I  submit  that  the  therapist,  despite  his  bowing  to  con\'ention  as  he 
says  "o/  course"  has  given  this  girl  a  gift  that  all  too  few  people  obtain  in  a 
lifetime,  the  realization  that  only  she  can  be  responsible  for  herself. 


Werner  Wolff  .  .  . 

Provocations  of  the  patient  are  his  tool  to  test  the  therapist.  The\  are 
rooted  in  those  two  phenomena  which  Freud  called  the  cornerstones  of 
psychoanalysis,  namely,  resistance  and  transference.  Provocations  due  to 
resistance  challenge  the  therapist  to  take  initiative;  provocations  due  to 
transference  challenge  the  therapist's  emotional  relations.  Both  forms  of 
provocations  serve  the  patient  to  manipulate  and  to  dominate  the  therapist 
and  to  develop  a  defense  system  by  drawing  the  patient-therapist  relation- 
ship into  it.  Usually,  therapists  will  be  watchful  and  careful  not  to  respond 
to  the  patient's  provocations.  However,  in  cases  of  a  patient's  existential 
isolation  the  therapist  may  have  to  prove  his  "human"  \alue  to  the  patient. 

In  the  present  case  the  patient's  basic  experience  was  to  be  abandoned, 
disliked,  and  made  to  feel  worthless.  A  critical  incident  had  to  con\  e\-  to  her 
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that  an  important  person  trusted  her,  beheved  in  her,  and  understood  her. 

I  remember  a  similar  incident  with  a  former  child-patient  of  mine.  This 
boy,  12  years  of  age,  was  generally  maladjusted,  stole,  cheated,  was  vagrant, 
aggressive,  and  nonconforming  in  school.  He  was  beaten  by  his  parents, 
who  were  disinterested  in  his  personal  problems.  The  boy  tried  to  provoke 
me  at  first  by  nonconformity  and  mischievousness,  and  later  by  lies  (for 
instance,  telling  me  that  he  had  excellent  marks  in  school ) .  I  adopted  the 
policy  of  believing  everything  he  said,  of  entering  his  "game,"  and  of  re- 
warding his  lies.  After  a  month  he  had  a  breakdown;  crying  and  weeping  he 
confessed  that  he  had  cheated  and  betrayed  me.  After  this  critical  incident 
a  general  adjustment  took  place.^ 

It  seems  that  in  cases  of  "isolation"  neurosis,  a  therapist  can  use  several 
ways  to  establish  transference  and  to  win  confidence  by  displaying  trust  in 
the  patient,  who  tests  the  limits  before  giving  up  his  defenses  and  over- 
coming doubts  and  fears  of  disappointment. 

1  Werner  Wolff,  Diagrams  of  the  Unconscious  (New  York:   Grime  &  Stratton, 
1946). 
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History 

A  female  patient  whom  I  shall  call  Mrs.  Ann  Perry  came  to  see  me 
by  appointment  in  December,  1953.  She  had  been  referred  b\-  a 
clergyman  to  whom  she  had  talked  about  getting  a  separation  or  a 
divorce  from  her  husband. 

Mrs.  Perry  was  an  attractive  well-groomed,  dark-haired,  weary- 
looking,  39-year-old  woman  who  spoke  in  a  tired  voice  bordering  on 
despair.  She  had  been  married  for  18  years  to  a  man  six  years  her 
senior  who  had  been  married  and  divorced.  Mr.  Perry  had  a  daughter 
from  his  former  marriage  whom  he  never  supported,  visited,  or  talked 
about  throughout  his  marriage  to  his  second  wife.  Mrs.  Perry  had 
never  seen  either  this  girl  or  her  husband's  former  wife.  There  were 
three  teen-aged  children  from  this  union. 

Mrs.  Perry,  who  became  mv  patient,  had  two  years  of  college  edu- 
cation and  for  many  vears  had  been  steadih'  employed  in  a  respon- 
sible, clerical  civil  service  position.  For  over  10  \  ears,  she  had  been 
the  main  support  of  the  familv. 

Mr.  Perry  was  a  blonde,  leathery-faced,  wiry,  45-year-old  man 
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who  gave  a  first  impression  of  being  a  silent,  outdoor,  "he-man"  type. 
He  "loved"  horses,  and  when  I  first  interviewed  him,  he  owned  six 
horses.  He  also  liked  rodeos  and  for  manv  vears  had  spent  many  of  his 
weekends  awav  from  his  family  riding  in  rodeos  or  being  an  observer 
at  them. 

I  saw  the  patient  five  times  before  the  case  was  closed.  She  stated 
that  for  the  past  three  vears  her  husband  had  been  living  in  W^yoming 
where  he  had  expected  to  make  a  lot  of  monev  raising  cattle.  He  came 
home  for  a  few  months  in  the  winter  but  spent  a  good  deal  of  his  time 
with  horses  and  at  rodeos.  Although  she  wrote  her  husband  once  or 
twice  a  week  while  he  was  away  and  encouraged  the  children  to  write 
to  him,  the  husband  wrote  onlv  two  short  notes  in  three  vears.  Appar- 
ently he  did  not  dislike  the  children,  but  he  paid  little  attention  to 
them  and  had  never  been  much  of  a  father  to  them. 

During  the  time  he  was  gone,  he  was  supposed  to  make  a  substan- 
tial contribution  toward  the  support  of  his  family,  but  he  failed  to  do 
so.  While  he  was  in  Wyoming,  the  patient  was  happier  and  less  tense 
than  she  had  been  before,  and  she  realized  that  she  could  manage  to 
support  herself  and  her  children.  When  he  returned  home  in  Sep- 
tember, 1953,  she  told  him  she  wanted  a  separation  and  possibly  a  di- 
vorce. Since  the  time  when  she  first  raised  the  question  of  divorce,  he 
had  made  one  or  more  of  the  following  threats  about  once  or  twice  a 
week.  If  she  tried  to  leave  him: 

1.  He  would  fix  her  so  that  she  would  never  be  able  to  work  again 
and  no  man  would  ever  want  to  look  at  her. 

2.  He  would  kill  himself . 

3.  He  would  kill  the  patient,  the  children,  and  then  himself. 

On  the  evening  before  her  first  appointment  with  me,  the  patient 
stated  that  while  the  children  were  out  for  a  few  hours  the  husband 
started  drinking  whisky.  (Although  he  was  not  a  drinking  man,  he 
had  been  doing  a  little  drinking  recently. )  After  two  or  three  drinks, 
he  started  arguing  with  the  patient,  pushed  her  into  their  bedroom, 
picked  up  a  loaded  deer  rifle,  and  threatened  to  kill  her  if  she  left  him. 
Similar  episodes  had  taken  place  twice  before. 

During  the  past  two  months,  he  had  been  forcing  her  to  have  in- 
tercourse with  him  every  night.  He  was  quite  virile  and  showed  no 
signs  of  impotency.  Recently  she  discovered  that  he  had  punched 
small  holes  in  her  diaphragm.  When  she  confronted  him  with  this,  he 
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readily  admitted  tliat  he  was  trying  to  get  lier  pregnant  so  that  she 
would  he  unable  to  leave  him.  During  her  first  interview,  she  stated 
she  was  afraid  she  might  be  pregnant  as  her  menstrual  period  was 
about  a  week  overdue. 

Throughout  her  marriage  sexual  experiences  had  never  been  satis- 
factory, and  since  her  husband's  return  she  felt  a  strong  revulsion 
when  he  touched  her.  When  he  wanted  to  make  love  to  her,  all  she 
could  think  was  that  he  smelled  like  a  horse  barn  and  had  not  bathed 
in  a  week.  She  had  never  had  intercourse  with  anvone  except  her  hus- 
band. 

She  found  it  impossible  to  be  civil  to  him,  not  only  because  of  his 
cold-blooded  threats  but  because  of  the  "filth v  habits'  lie  had  ac- 
quired in  Wyoming.  For  example,  besides  his  failure  to  bathe,  when 
he  urinated,  he  habitually  let  some  of  the  urine  go  on  the  bathroom 
floor. 

She  said  she  had  thought  of  running  away  with  the  children  but 
felt  he  would  follow  her  and  kill  them  all.  When  I  raised  the  question 
of  reporting  his  threatening  behavior  to  the  police  she  stated  that  he 
had  warned  her  about  that.  He  told  her  that  she  would  not  be  able  to 
prove  anything  and  that  the  worst  that  could  happen  to  him  would 
be  a  jail  sentence  of  10  to  30  davs.  He  added  that  w^hen  he  got  out  of 
jail  he  would  fix  her  so  that  she  would  remember  it  the  rest  of  her  life 
—if  she  lived.  He  reiterated  that  he  loved  her  and  could  not  live  with- 
out her. 

The  patient  volunteered  tliat  she  did  not  think  their  problem  was 
all  his  fault,  as  her  husband  never  seemed  to  get  the  breaks  in  life. 
Frequently,  he  had  had  what  sounded  to  me  like  grandiose  ideas 
about  making  big  mone\'  but  had  never  been  successful  in  an\'  of  his 
business  deals.  However,  she  simpU-  could  not  go  on  this  way  and 
wanted  to  know  if  I  could  help  her. 
I  When  I  asked  her  what  he  was  like  when  she  married  him  and 
whv  she  married  him  she  stated  it  was  a  result  of  a  summer  romance. 
She  had  had  a  disappointing  love  affair  and  ^^'as  \  acationing  in  the 
high  Sierras  when  she  met  Mr.  Perrv.  He  was  a  handsome,  outdoor 
type  man  and  paid  a  lot  of  attention  to  her.  She  was  a  \irgin  until  then 
and  had  intercourse  with  him  two  or  three  times  and  felt  slie  should 
marry  him.  About  two  weeks  after  the)'  were  married,  she  realized  it 
had  been  a  mistake,  but  she  never  said  anything  to  him  about  this 
until  recentlv. 
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Incident 

I  saw  the  husband  twice  for  full  appointments  and  twice  for  a 
shared  appointment  with  liis  wife.  He  stated  that  he  loved  his  wife, 
had  always  been  faithful  to  her,  and  was  shocked  at  her  attitude  when 
he  returned  for  good  from  Wyoming.  He  insisted  that  up  to  this  time 
they  had  had  a  happy  marriage.  He  explained  her  rejection  of  him  by 
stating  that  she  must  be  sick— maybe  she  was  having  an  early  meno- 
pause. He  had  built  his  whole  life  around  her;  she  was  a  fine  woman; 
he  was  sure  she  had  never  been  unfaithful  to  him. 

Several  times  in  each  interview  he  mentioned  that  he  "never  laid 
a  hand  on  that  woman."  He  seemed  to  feel  that  this  was  evidence  of 
the  fact  that  he  had  been  a  good  husband.  He  said  he  would  "do  any- 
thing" to  keep  her. 

When  I  asked  him  if  he  had  any  guns,  at  first  he  was  casual  in  his 
reply;  for  example,  he  liked  guns,  had  several  of  them,  and  used  them 
to  go  hunting.  Later  he  admitted  that  he  had  threatened  his  wife  with 
a  gun  once,  but  that  he  was  only  joking.  Still  later  and  on  further  ques- 
tioning he  admitted  that  he  threatened  to  kill  her  several  times.  After 
this  admission,  he  became  defensive  and  hostile  toward  me.  There  was 
a  flicker  of  hatred  in  his  eyes  as  he  accused  me  of  taking  his  wife's 
part.  During  these  sessions  the  husband  confirmed  almost  everything 
his  wife  had  told  me. 

In  a  joint  interview  I  suggested  that  before  I  would  go  any  fur- 
ther into  the  case,  I  felt  the  patient  should  have  a  complete  physical 
examination  and  both  agreed  to  this.  I  then  suggested  that  he,  too, 
should  have  a  good  physical  check-up,  especially  since  he  had  a  his- 
tory of  several  serious  falls  from  horses,  including  one  in  which  he  had 
been  unconscious  for  over  an  hour  and  might  have  suffered  some 
cerebral  trauma.  Furthermore,  he  had  complained  that  he  could  not 
work  steadily  because  his  back  hurt.  Mr.  Perry  said  there  was  nothing 
the  matter  with  him — but  he  was  sure  the  patient  was  sick. 

The  patient  was  examined  by  a  very  capable  internist  and  signed 
a  release  of  medical  information  slip.  The  physician  sent  me  his  medi- 
cal report  which,  among  other  things,  stated  that  the  patient  was  in 
good  ph\'sical  condition  except  for  some  small  inclusion  cysts  of  the 
cervix.  There  were  no  objective  findings  of  early  pregnancy.  Labora- 
tory studies  were  within  normal  limits  except  for  a  very  mild  hypo- 
chromic anemia. 

After  I  received  this  report  an  appointment  was  made  with  both 
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of  them.  I  interviowod  t\\e  patient  alone  first,  then  tlic  linslMiid  alone, 
and  then  botli  of  them  togetlier. 

The  patient  stated  that  the  physieian  had  told  her  she  was  in  gofxl 
health  except  for  some  minor  things  whici)  conld  Ik-  taken  care  of 
easily.  Regarding  her  hus]:)and's  jjcliavior  she  stated  tljat  aJtliough  he 
had  not  threatened  her  with  a  gun  during  the  past  week,  he  had  shown 
her  a  newspaper  clipping  of  a  man  who  liad  killed  his  mother-in-law, 
his  wife,  and  cliildren,  and  told  her  that  if  she  tried  to  leave  him  he 
would  do  the  same  thing. 

He  had  again  complained  that  he  could  not  work  steadily  as  a 
fence  salesman  because  of  his  sore  back,  but  the  previous  weekend  he 
had  gone  to  a  rodeo  and  roped  steers.  She  had  come  to  the  conclusion 
that  he  did  not  want  to  break  up  the  marriage  because  she  was  provid- 
ing him  with  a  "good  home  and  a  meal  ticket."  She  added  that,  in 
general,  he  had  tried  to  be  more  pleasant  recently  but  complained 
that  she  gave  him  the  "silent  treatment. '  She  volunteered  that  she  did 
ignore  him  as  much  as  possible  and  that  she  had  nothing  to  say  to  him. 

When  I  interviewed  the  husband  he  became  belligerent  and 
overtly  hostile  toward  me.  He  stated  that  he  was  sure  there  must  be 
something  physically  or  mentally  wrong  with  his  wife  and  that  the 
physician  who  had  examined  her  was  a  quack.  He  projected  his 
troubles  on  the  fact  that  his  wife  worked,  that  his  mother-in-law  was 
too  religious  and  took  his  wife  to  church  practically  everv  night  in  the 
week  (further  discussion  revealed  that  actually  the  patient  went  to 
choir  practice  one  evening  per  week  and  to  regular  services  on  Sun- 
day morning),  I  indicated  that,  although  she  mav  have  some  emo- 
tional problems  and  possibly  need  help,  perhaps  he,  too,  could 
use  some  help.  Again  I  tried  to  encourage  him  to  go  to  a  physician  for 
a  physical  examination  and  to  consider  psychiatric  treatment.  He  re- 
jected this  suggestion  and  accused  me  of  conspiring  witli  his  wife  to 
get  rid  of  him. 

At  this  point  I  was  thoroughh'  convinced  that  Mr.  Perry  was  a 
dangerous  paranoid  indi\'idual  and  that  his  problems  were  outside 
my  area  of  competence.  I  also  felt  that  his  prognosis  was  poor  and 
that  he  had  a  strong  need  to  kill  someone. 

I  saw  the  patient  alone  for  two  more  inter\iews  and  interpreted 
these  things  to  her.  I  told  her  that  under  the  circumstances  I  did  not 
feel  I  could  be  of  any  help  to  her  and  that  she  should  get  legal  ad\ice 
to  protect  herself  from  her  potentially  homicidal  and/ or  suicidal  hus- 
band. 
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She  told  me  that  since  I  saw  him  last  he  had  been  following  her 
around  the  house,  had  watched  her  constantly,  and  was  suspicious 
when  she  left  the  house.  I  told  the  patient  that  such  behavior  further 
confirmed  m\'  impression  that  he  was  mentalK'  unbalanced  and  that 
she  was  in  great  danger. 

When  I  asked  how  the  children  were  reacting,  she  stated  that  thev 
knew  there  was  marital  friction  but  had  no  knowledge  of  their  father's 
bizarre  and  threatening  behavior  as  he  was  careful  not  to  do  anything 
unusual  in  their  presence.  Later  on  I  interviewed  the  children  and 
was  convinced  that  they  knew  nothing  of  their  father's  threats. 

In  the  last  interview,  tlie  patient  told  me  tliat  her  husband  still 
threatened  her,  although  she  felt  he  was  tr\'ing  not  to  do  so.  He  had 
also  been  expressing  some  hostility  toward  me  by  telling  her  it  was  a 
waste  of  time  and  monev  to  see  me.  He  told  her  all  she  needed  to  do 
was  to  make  up  her  mind  to  "fl)^  right  and  settle  down,"  be  a  good 
wife,  and  live  with  him 

I  emphasized  that  her  husband  needed  psvchiatric  help  and  that 
if  he  decided  to  seek  such  help  I  would  be  willing  to  take  her  on  for 
some  supportive  therapy.  However,  if  he  did  not  do  this,  I  advised 
her  to  seek  legal  assistance  so  that  she  and  the  children  could  be  pro- 
tected. Case  closed. 

Several  weeks  later,  I  received  a  release  of  information  slip  from 
an  attorney  signed  by  the  patient.  Later  the  attorney  telephoned  me 
and  said  he  was  planning  to  take  her  case,  file  a  petition  for  divorce, 
and  try  to  get  her  legal  protection.  He  asked  if  I  thought  the  husband 
was  really  dangerous.  I  told  him  that  it  was  mv  opinion  that  he  was 
very  dangerous  and  I  believed  he  was  a  "potential  killer."  When  he 
asked  me  about  the  possibility  of  having  him  committed  to  a  mental 
hospital,  I  told  him  that  I  had  already  discussed  this  with  the  patient 
but  that  she  was  fearful  of  filing  commitment  papers  on  him.  Fur- 
thermore, since  he  did  not  manifest  overt  psvchotic  or  bizarre  be- 
havior in  public  and  was  so  well  controlled  that  even  his  children 
had  no  inkling  of  what  he  did,  it  was  highly  unlikelv  tliat  he  could  be 
committed.  I  further  told  him  I  did  not  wish  to  he  an  alarmist  but  that 
I  believed  that  if  the  patient  filed  on  him  and  if  he,  as  her  attorney, 
was  involved  in  helping  her  do  this,  as  soon  as  Mr.  Perrv  heard  about 
it,  he  would  probably  try  to  kill  them  both.  I  then  raised  the  question 
about  reporting  the  matter  to  the  police,  and  the  attorney  said  there 
was  notliing  the  police  could  do  in  such  a  case,  unless  they  had  wit- 
nesses who  would  testify  that  he  threatened  the  patient  with  a  gun.  In 
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that  case,  tlie  most  tluit  Mr.  Perry  would  get  would  he  a  sentence  of 
about  30  days  in  jail. 

Four  months  later,  I  received  a  telephone  call  from  an  indi\  idual 
wlio  said  he  was  from  the  sherifl's  department,  asking  for  information 
ahout  this  family.  I  told  the  jK'rson  on  tiie  telepiione  that  I  could  not 
release  any  information  but  asked  for  his  name  and  told  him  I  would 
telephone  right  back.  I  called  the  sheriff's  telephone  niunber  and  got 
this  man  on  the  line,  thus  assuring  mvself  tiiat  it  was  realK  the  siier- 
iff 's  department  that  he  represented. 

Before  answering  any  questions,  I  asked  if  Mr.  Perry  had  killed 
his  wife  and  himself  or  just  himself.  The  deputy  sheriff  said  that  Mr. 
Perry  had  been  found  in  his  home  with  the  top  of  his  head  literally 
shot  off.  He  stated  that  he  and  another  deputy  wished  to  talk  to  me 
about  the  matter,  as  they  understood  I  had  tried  to  help  this  famil\ 
some  time  ago.  He  added  that  both  Mrs.  Perrv  and  her  attorney  were 
in  his  office  and  asked  me  if  I  wished  to  speak  to  them,  which  I  did. 
When  the  sheriff's  deputy  got  on  the  telephone  again,  I  told  him  I 
could  give  them  an  appointment  that  evening  and  that  the)-  were  to 
bring  a  release  of  information  slip  which  I  had  asked  the  patient  to 
sign  while  talking  to  her  on  the  telephone. 

I  then  asked  the  deputy  if  they  were  going  to  hold  the  patient  on 
a  possible  murder  charge,  and  he  said  thev  planned  to  do  so  but 
hadn't  decided  definitely  yet.  I  told  him  that  I  doubted  very  much  if 
she  could  have  killed  her  husband,  although  I  felt  she  had  e\'ery 
reason  to  want  to  do  so.  I  also  suggested  that  on  the  basis  of  what  he 
and  the  attorney  had  told  me  over  the  telephone  I  hoped  they  would 
not  hold  the  patient  in  jail  because  she  had  suffered  a  great  deal  al- 
ready. I  asked  if  they  were  having  the  crime  laboratory  work  on  the 
case,  and  he  replied  in  the  affirmative,  adding  that  the  laborator\'  re- 
ports would  not  be  ready  until  the  next  dav. 

Two  deputy  sheriffs  came  to  see  me  that  e\ening,  and  I  ga\ e  them 
a  complete  run  down  on  the  case  and  also  had  them  read  all  the  notes 
in  my  case  records.  Thev  told  me  that  the  patient  had  gi\en  them  the 
following  stor\'. 
I  That  morning  Mr.  Perr\'  offered  to  drive  her  to  work  because  he 
needed  the  car.  The  children  had  not  \'et  left  for  school.  Instead  of 
taking  her  to  work,  he  drove  around  in  the  back  coimtr\-  for  about  an 
hour  and  then  returned  home.  The  husband  told  her  to  go  into  the 
house  because  he  wanted  to  talk  to  her.  B\-  this  time  the  children  had 
left  for  school.  He  made  her  eo  into  their  bedroom,  locked  the  door. 
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picked  up  the  deer  rifle,  loaded  it,  and  started  threatening  her  as  he 
had  done  in  the  past.  She  stated  that  at  this  point  she  just  didn't  care 
what  happened  any  more  and  yelled  at  him  to  go  ahead  and  kill  her 
and  get  it  over  with.  As  he  raised  the  rifle  she  turned  her  face  to  the 
wall  and  stood  there  with  her  hands  over  her  ears.  A  few  moments 
later  a  shot  went  off.  She  didn't  know  how  Ions  she  stood  there  before 
she  turned  around  and  saw  the  husband's  decapitated  bodv  on  the 
floor.  She  did  not  remember  what  happened  until  her  neighbors 
found  her  screaming  in  the  street. 

Before  the  deputies  left  they  told  me  that  on  the  basis  of  their  dis- 
cussion with  me  and  an  examination  of  mv  case  record  they,  too,  felt 
it  was  unlikelv  that  the  patient  had  killed  the  husband. 

The  following  day,  I  learned  that  the  laboratory  reports  and  a  re- 
construction of  the  crime  corroborated  the  patient's  story  The  sheriff's 
department  reconstructed  the  crime  as  follows :  The  victim  had  shot 
liimself  by  standing  the  rifle  on  the  floor,  tilting  his  head  to  one  side, 
and  placing  his  temple  over  the  muzzle.  He  reached  down  and  pulled 
the  trigger.  The  bullet  was  found  lodged  in  the  ceiling  and  there  were 
powder  burns  on  the  fragments  of  the  head  where  the  bullet  had 
penetrated. 

Discussion 

Whenever  a  tragedv  occurs  in  a  case  in  which  a  social  worker, 
psychiatrist,  or  clinical  psychologist  had  been  professionally  involved, 
at  least  three  questions  can  and  should  be  raised: 

1.  Did  the  therapist  do  anvthing  which  might  have  abetted  the 
tragedy? 

2.  What  did  the  therapist  fail  to  do  which  might  have  averted 
what  followed? 

3.  What  lessons  can  be  derived  from  such  an  incident? 

It  seems  to  me  that  in  this  case,  the  first  two  questions  can  be  an- 
swered in  the  negative.  Several  efforts  were  made  to  encourage  Mr. 
Perry  to  obtain  ps\'chiatric  assistance.  Considering  my  own  safety, 
which  might  easily  have  been  endangered  by  such  a  patient,  I  did  not 
feel  that  I  should  pursue  the  matter  further  than  I  did.  However,  both 
his  wife  and  her  attorney  were  informed  without  any  equivocation 
about  my  impressions  of  Mr.  Perry. 


'77/  Kill  You  If  You  Leave  Me!"  135 

It  should  be  borne  in  mind  that  persons  who  are  apparently  suffer- 
ing from  long  standing,  ehronic,  "mildly"  paranoid  eori(h'tions  are  fre- 
quently unable  and/or  unwilling  to  seek  psychiatrie  help.  Further- 
more, if  such  patients  do  go  to  a  psychiatrist's  office  tliev  usually  do 
not  remain  in  treatment  very  long.  If  they  enter  a  mental  hospital, 
they  invariably  agitate  successfully  for  their  release. 

Regarding  the  third  question,  I  would  like  to  make  the  following 
observations. 

One  of  the  important  things  to  be  learned  in  private  practice  and 
specifically  from  this  type  of  case,  is  knowing  when  to  accept  a  case 
and  when  to  close  it  if  it  turns  out  to  be  outside  one's  area  of  compe- 
tence. In  an  agency  setting,  the  staffing  of  problem  cases  and  tlie  op- 
portunity to  discuss  cases  with  colleagues  act  as  safeguards  if  an  indi- 
vidual therapist  gets  into  a  therapeutic  jam  or  acts  with  poor  judgment 
regarding  a  hazardous  situation.  In  private  practice,  it  is  essential  that 
one's  skills  in  sizing  up  situations  be  sharpened  and  that  one  be  con- 
stantly alert  and,  when  in  doubt,  cautious. 

Although  there  is  an  urgent  need  for  both  cross-sectional  and 
longitudinal  research  in  the  field  of  mental  disorders,  priority  should 
be  given  to  research  into  the  etiology  and  treatment  of  paranoid  con- 
ditions including  both  those  which  appear  to  be  '\vith"  and  tliose 
"without"  psychosis.  Every  day  newspapers  all  over  the  nation  carr\ 
stories  of  individuals  who  commit  serious  crimes.  It  is  not  uncommon 
to  learn  that  such  individuals  behaved  in  a  manner  indicating  that 
for  a  long  period  of  time  they  maintained  some  degree  of  emotional 
homeostasis  by  utilizing  the  mechanism  of  projection.  These  indi\  idu- 
als  frequently  have  had  long-standing  ideas  of  persecution,  ideas  of 
grandeur,  and /or  a  long  historv  of  litigation. 

Although  it  is  imperative  that  civil  rights  be  protected  and  that 
due  process  of  law  not  violated,  it  is  also  imperative  that  for  the 
protection  of  such  individuals  and  the  general  public  laws  dealing 
with  the  mentally  ill  be  carefullv  scrutinized.  Members  of  the  legal 
profession,  of  the  medical  profession,  and  especially  of  the  specialty 
of  psychiatry — as  well  as  those  of  related  professions,  such  as  social 
work  and  clinical  psychology — should  gi\  e  serious  thought  to  the 
medieval  statutes  of  manv  states  which  deal  with  ''alleged"  mental 
disorders.  Furthermore,  after  careful  stud\-  and  research,  appropriate 
action  should  be  taken  to  modif  \^  such  laws  when  indicated. 

In  the  present  case,  unless  Mr.  Perry  was  willing  to  seek  psy- 
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chiatric  help  on  an  out-patient  basis  or  to  applv  for  voluntary  admis- 
sion to  a  mental  hospital,  everyone  concerned  in  the  case  was  power- 
less to  do  anvthing  about  it. 

I  ha\  e  wondered  why  he  did  not  kill  his  wife  before  killing  him- 
self. I  think  he  was  certainly  ambixalent  about  killing  her  but  not 
about  killing  her  per  se.  I  felt  that  unless  Mr.  Perry  was  forciblv  insti- 
tutionalized, he  was  going  to  kill.  This  is  based  primarilv  on  clinical 
judgment  which,  of  course,  is  mosth-  subjecti\'e.  There  are  several 
possible  reasons  or  combinations  of  reasons  whv  he  did  not  murder 
liis  wife.  The  one  which  I  think  is  most  plausible  is  related  to  the  fact 
that  according  to  the  "western  code,"  one  does  not  shoot  somebody 
in  the  back.  Because  of  his  long  association  with  cowbovs  and  rodeos, 
I  suspect  that  he  was  an  adherent  of  "western  code"  beliefs.  There- 
fore, the  fact  that  the  patient  turned  her  back  on  him  may  have  been 
responsible  for  saving  her  life. 

One  further  observation  ma}'  be  in  order — namely,  it  is  incumbent 
upon  anyone  engaged  in  psychotherapy  to  keep  at  least  brief  notes  of 
what  takes  place  in  therapy  sessions. 

Rudolf  Dreikurs  .  .  . 

The  description  of  this  very  dramatic  and  difficult  situation  indicates  an 
attitude  and  procedure  on  the  part  of  the  tlierapist  with  which  this  reviewer 
can  only  fully  agree. 

However,  there  is  one  element  which  would  deserve  serious  consider- 
ation. The  correct  diagnosis  of  the  husband's  condition  apparently  pre- 
vented any  concern  with  the  dynamics  of  the  interaction  bet\veen  him  and 
his  wife.  The  fact  that  the  man  was  paranoic  does  not  minimize  the  im- 
portance of  his  interaction  with  those  around  him.  If  his  action  is  seen  only 
as  an  expression  of  intiapersonal  dynamic  processes,  then  one  can  be  satis- 
fied with  describing  him  as  aggressive,  hostile,  paranoic,  and  dangerous. 
Ho\\'ever,  there  seems  to  be  more  to  the  picture.  This  man  apparently  acts 
on  the  premises  of  a  strong  masculine  protest.  One  wonders  whether  or  not 
the  question  of  his  doubt  in  his  own  masculinity  and  his  desire  to  prove  that 
he  was  a  superior  man  was  ever  brought  out  in  the  few  interviews  with 
him.  He  obviously  was  a  tyrant.  He  tried  to  overpower  his  wife  both 
through  his  behavior  and  through  his  sexual  abuses.  Naturally,  he  did  not 
want  to  lose  his  victim. 

But  there  is  a  way  to  deal  more  efiFectively  with  t)Tants.  It  requires  first 
freedom  from  fear.  This  may  sound  paradoxical  and  even  nonsensical  when 
the  danger  is  as  real  as  in  this  case.  But  experience  has  shown  that  fear  is 
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the  more  damaging  the  greater  the  danger  is.  It  does  relatively  httle  harm 
if  it  is  only  imaginary;  but  in  real  danger  it  paralyzes  the  vietim  an<l  in- 
creases the  actual  threat. 

In  a  ease  like;  tin's,  one  could  have  tried  to  help  Mrs.  Perry  to  overcome 
her  fear  of  her  husband.  Her  fear  would  certainly  not  prevent  him  from 
doing  harm  to  her,  sooner  or  later,  but  might  actually  provoke  it.  Somehow 
her  fear  seemed  to  have  decreased  in  the  turn  of  events  so  that  she  was  cap- 
able of  asking  for  a  divorce.  And  it  seems  that  it  was  this  freedom  from  fear 
which  eventually  saved  her  life. 

This  is  the  only  point  on  which  one  may  disagree  with  the  therapist.  It 
is  dubious  that  it  was  the  "western  code"  which  prevented  the  man  from 
shooting  his  wife  while  she  had  turned  away.  It  was  her  reconciliation  with 
inevitable  fate  which  really  defeated  him.  "She  stated  that  at  this  point  she 
just  didn't  care  what  happened  any  more  and  yelled  at  him  to  go  ahead 
and  kill  her  and  get  it  over  with."  At  this  moment  he  had  lost  his  power  over 
her.  There  was  no  longer  any  sense  to  threaten,  and  he  probably  ne\'er 
really  wanted  to  kill  her  anyhow.  Therefore,  the  only  way  out  was  to  kill 
himself.  If  she  had  fought  with  him  or  tried  to  run  away,  he  miglit  have 
pulled  the  trigger  just  to  frighten  her  more,  and  might  have  in  his  rage  even 
killed  her.  But  she  did  the  opposite,  she  asked  him  to  shoot.  And  he  was 
much  too  much  boss  and  man  to  submit  to  the  demands  of  a  woman! 

Men  such  as  Mr.  Perry,  even  at  the  state  of  personal  disorganization 
and  disfunction,  can  be  dealt  with  very  often  if  their  extreme  pride  and 
desire  for  superiority  is  recognized  and  acknowledged  without  submission 
to  their  demands.  This,  perhaps,  may  have  been  attempted  here,  although 
one  cannot  be  sure  that  it  would  have  succeeded. 


Wladimir  Eliasberg  .  .  . 

The  problem  in  this  case  was  not  only  that  of  the  wife;  it  \\as  also  that 
of  the  husband. 

The  therapist  asks  three  questions :  in  answer  to  the  first,  exidently .  the 
treatment  given  to  the  wife  did  not  directly  abet  the  tragedy.  The  answer 
to  the  second  question  is  that  the  tlierapist  failed  to  avert  what  followed.  He 
omitted  to  diagnose  or  to  have  diagnosed  bv  a  competent  psychiatrist  the 
incipient  paranoia  of  the  husband.  This  therapist,  like  man\-  others,  ap- 
parently felt  confident  to  tackle  cases  for  which  his  experience  and  training 
did  not  prepare  him.  He  assumes  that  contacts  \\ith  patients  can  be  estab- 
lished always  to  such  a  degree  that  patients  can  be  gi\en  the  necessary 
psychological  motivations  for  change.  This  confidence  might  be  justified 
if  it  were  simple  to  recognize  incipient  psychoses  as  such,  and  to  different!- 
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ate  them  from  neuroses.  This  is  simply  not  the  case.  Psychoses  may  start 
with  a  neurotic  prodromal  stage.  In  this  case,  the  constant  threats,  the  at- 
tempt of  the  patient's  husband  to  conceal  his  intent  (in  the  discussion  with 
the  therapist),  the  attempt  to  make  the  possession  of  the  gun  appear  harm- 
less, and  the  hostility  about  which  the  therapist  did  not  seem  to  be  con- 
vinced all  should  have  aroused  suspicion.  All  these  are  traits  within  the 
compass  of  paranoia,  especially  that  form  which  leads  to  acts  of  violence. 
Clinical  experience  would  also  have  led  the  therapist  to  probe  for  homo- 
sexuality, not  withstanding  the  overt  heterosexual  appetites. 

The  third  question  refers  to  the  lesson  that  comes  out  of  this  incident.  As 
far  as  legislation  is  concerned,  the  therapist  rightly  says  at  the  moment  our 
hands  are  fettered.  Here  is,  indeed,  a  theory  problem.  All  three  professions 
involved— medicine,  psychology,  and  law— must  cooperate  in  working  out 
regulations  that  will  protect  individuals  and  society,  and  that  would  never- 
theless stand  scrutiny  of  the  Due  Process  Clause  of  the  Constitution. 

J.  McV.  Hunt  .  .  . 

It  is  difficult  to  find  fault  with  the  psychotherapist's  handling  of  this 
case.  In  mv  judgment,  he  is  to  be  commended  for  having  interviewed  both 
the  husband,  to  satisfy  himself  concerning  the  reality  of  Mrs.  Perry's  cori- 
cem,  and  the  children,  to  determine  the  degree  to  which  the  husband's 
behavior  indicated  a  disturbance  in  him  to  persons  without  specific  knowl- 
edge of  his  threats  to  Mrs.  Perry.  I  say  that  the  psychotherapist  is  to  be 
commended  for  these  interviews  because  I  am  convinced  that  no  clinician 
can  determine  the  reality  of  a  patient's  complaints  about  another  person 
without  dependable  knowledge  of  that  other  person.  The  psychotherapist  is 
also  to  be  commended  because  he  took  into  consideration  within  his  re- 
sponsibihty  not  onlv  the  welfare  of  his  patient  but  also  that  of  her  family. 
The  all-too-widespread  contention  that  a  psychotherapist  has  no  responsi- 
bihty  for  the  family  of  the  patient  is  unfortunate,  and  all  too  often  tragic  in 
its  consequences. 

The  author  of  this  critical  incident  correctly  predicted  that  Mr.  Perry 
was  dangerous,  but  he  expected  murder  as  well  as  suicide.  In  view  of  the 
fact  that  Mr.  Perry's  verbal  threats  to  harm  or  kill  his  wife  coupled  with  his 
overt  hostility  toward  the  psychotherapist  strongly  imply  motivation  to 
harm  Mrs.  Perrv,  it  is  interesting  to  speculate  about  why  he  killed  himself 
without  killing'her.  Mr.  Perry's  lack  of  concern  for  his  children  and  his 
wife  while  awav  from  them  tends  to  imply  that  his  concerns  were  chiefly 
narcissistic.  Hi/ long  history  of  "high-flown"  plans  coupled  with  repeated 
failure  must  have  left  him  both  depressed  and  hateful.  Mrs.  Perry's  expres- 
sion of  need  to  leave  him  provided  another,  and  perhaps  a  more  devastating 
example  of  his  failure.  Moreover,  this  made  of  her  the  most  obvious  frustrat- 
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ing  object,  and  one  may  guess  that  his  need  to  harm  lier  was  indeed  gr(;at. 
Perhaps,  therefore,  it  may  have  been  her  own  abject  submission  to  his 
threat  to  kill  her  that  at  once  satisfied  his  need  to  harm  her  and  intensified 
his  own  self-deprecation.  Had  Mrs.  Perry  tried  to  defend  herself  or  to 
damage  him  at  this  crucial  time,  it  is  likely  that  she  would  have  been  killed. 
After  the  fact,  such  speculations  are  of  little  value,  but  if  they  were  clearly 
formulated  before  the  fact,  the  presence  or  absence  of  the  act  predicted 
would  help  test  the  validity  of  the  diagnostic  formulation. 

The  tragedy  of  the  Perry  case  is  one  of  social  institutions  and  status  of 
diagnostic  knowledge.  Since  our  laws  are  so  framed  that  no  citizen's  liberty 
can  be  taken  from  him  until  he  has  committed  a  criminal  act,  nothing  can 
be  done  legally  to  confine  an  individual  who  is  merely  judged  to  be  danger- 
ous by  a  professional  person,  unless  he  is  psychotic.  The  definition  of  psy- 
chosis, unfortunately,  usually  requires  the  presence  of  behavior  which  is  so 
deviant  as  to  be  incomprehensible  to  typical  persons,  and  also  deviant  in 
the  presence  of  a  fairly  large  number  of  persons.  The  fact  that  Mr.  Perry 
made  his  threats  only  to  his  wife,  and  never  in  the  presence  of  their  chil- 
dren, meant  that  it  was  his  word  against  hers.  The  fact  that  he  tentatively 
admitted  his  threats  to  Mrs.  Perry's  psychotherapist  was  not  enough  to 
commit  him  to  a  psychiatric  institution. 

The  author  of  this  incident  points  up  the  need  for  a  change  in  the  law. 
But  this  is  no  simple  solution.  A  change  in  the  law  can  hardly  be  justified 
until  it  is  possible  to  say  with  empirical  certainty  of  a  high  degree  that 
people  who  show  specified  behavioral  signs  will  unlawfully  damage  the 
lives  or  the  welfare  of  others.  Until  diagnostic  statements  carry  specifiable 
statistical  odds,  the  reluctance  of  our  society  to  give  any  profession  or  group 
of  professions  the  power  to  withdraw  an  individual's  liberty  before  he  has 
committed  an  antisocial  act  is  probably  justified. 

This  contains  a  lesson  for  psychologists,  social  workers  and  psychiatrists 
in  practice,  and  for  all  behavior  scientists  concerned  with  personalit)' 
diagnosis.  At  the  present  time,  diagnostic  statements  seldom  contain  the 
element  of  prediction.  They  are  cast  in  a  dynamic  form  in  \\'hich  the  state- 
ments are  limited  to  what  goes  on  within  the  diagnosed  indi\idual.  Until 
these  dynamic  diagnostic  pictures  come  to  contain  statements  about  o\ert 
behavior  in  specified  situations,  they  are  largely  untestable  and  largely 
useless  for  the  solution  of  a  problem  such  as  that  posed  by  the  Perrv  case. 
If  diagnostic  impressions  were  written  to  include  specific  predictions  about 
what  overt  behavior  of  the  diagnosed  individual  should  sho\\'  in  \arious 
classes  of  situations,  the  accuracy  of  these  diagnostic  impressions  might 
gradually  be  tested.  With  testing,  they  would  be  modified.  Probabh-  thev 
would  become  more  accurate.  Ultimately,  we  may  hope  the  accumulated 
information  would  justify  society  changing  the  law  to  limit  the  freedom  of 
individuals  before  they  have  committed  "the  tragic  act." 
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J.  W.  Klapman  ... 

As  far  as  the  handling  of  the  case  is  concerned,  this  commentator  is  of 
the  opinion  that  it  could  not  be  better  handled  under  the  circumstances. 
There  was  nothing  else  the  therapist  could  have  done.  It  is  only  to  be  noted 
that  society  has  as  yet  only  crude  apparatus  for  dealing  with  such  individu- 
als as  the  patient's  husband.  It  locks  the  door  after  the  cow  has  been  stolen. 
Probabl)'  the  ideal  thing  would  have  been  to  have  the  husband  committed 
to  an  institution,  where,  if  the  proper  conditions  prevailed,  a  purchase 
would  have  been  found  on  his  personality;  he  would  have  undergone  in- 
tensive psychotherapy  and  perhaps  have  come  out  greatly  improved.  But 
in  this,  too,  the  wife  was  not  altogether  mistaken,  for  in  all  probability 
in  the  institution  he  would  have  been  given  onh'  perfunctory  treatment,  his 
delusions  against  his  wife  would  have  found  some  objective  confirmation, 
with  a  consequent  increase  of  his  homicidal  tendencies. 

The  tragedy  in  this  case  is  not  the  suicide  alone,  but  also  the  tragic  waste 
of  human  material.  Society  has  no  adequate  means  for  safeguarding  person- 
ality. For  the  husband  impresses  me  as  having  had  some  healthy  parts  re- 
maining in  his  personality  which  under  more  ideal  conditions  could  have 
led  to  a  more  happy  ending.  This  is  suggested  by  the  fact  that  after  visiting 
the  therapist  his  behavior  improved  for  a  short  time,  indicating  some  degree 
of  insight.  Unfortunately  he  reverted  to  his  paranoid  behavior  because  the 
emotional  conflict  was  not  sufficiently  relieved. 

One  is  also  much  intrigued  by  Freud's  idea  about  the  relationship  of 
paranoid  conditions  to  unconscious  homosexuality.  Such  an  instance  I  have 
seen.  But  just  as  often  or  oftener  paranoid  derangements  arise  from  a  dif- 
ferent source,  and  were  it  appropriate  I  would  here  cite  a  case  of  a  young 
man  with  paranoid  schizophrenia  with  strong  homicidal  impulses  which 
rather  closely  parallels  the  case  of  the  above  patient's  husband  ( from  that 
patient  at  first  I  actually  feared  an  untimely  demise).  I  am  currently  treat- 
ing that  patient  with  optimistic  prospects.  The  dynamics  in  this  case,  as  I 
have  formulated  them,  do  not  stem  from  unconscious  homosexuality,  but 
from  severe  narcissistic  blows  to  the  ego. 

The  husband,  ^^'e  read  in  the  abo\'e  case  history,  was  a  well  set-up, 
impressive  representative  of  masculinity.  It  may  have  helped  altogether  in 
fixing  for  him  an  heroic  (grandiose)  aim  in  life.  His  was  a  great  destiny, 
which  became  affectively-fixated  in  what  I  have  labelled  as  a  "nebulous 
goal"— some  big,  striking  achievement  in  life.  With  that  goal  he  could  make 
very  little  compromise.  But  time  marches  on.  Inevitably  all  his  enterprises 
missed  fire  (most  likely  poorly  conceived  and  poorly  planned  to  begin 
with) .  All  of  them  began  to  add  up  to  a  suspicion  that  he  was  a  failure.  But 
that  suspicion  his  ego  could  not  tolerate  and  there  resulted  a  terrible  emo- 
tional conflict  which  he  could  only  partially  relieve  by  projecting  the  blame 
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elsewhere.  lie  returned  home,  a  partial  and  involuntary  admission  oi  his 
failure.  His  wife's  threat  to  leave  was  almost  the  climax  to  the  growing 
awareness  of  his  failures.  When  he  watched  her  so  closely  it  was  in  the  hope 
of  finding  evidence  of  her  infidelity,  which  would  not  only  palliate  his 
failures,  but  would  also  supply  him  with  an  objective  and  justifiable  reason 
for  homicide,  thus  exonerating  him  from  that  coup  de  i^racc  to  his  fgo,  the 
narcissistic  blow  of  not  being  able  to  h(jld  his  wife.  That  prcjbably  also 
explains  his  increased  sexual  demands  and  his  attempt  to  impregnate  his 
wife — the  attempt  to  ward  off  the  worst  blow  of  all — his  wife's  rejecti(;n  of 
him.  He  is  in  terrible  emotional  conflict. 

That  final  climax,  so  full  of  tragedy,  is  worth  commenting  on.  Ffis  para- 
noid delusions  have  won  out  and  he  feels  justified  in  dcstroving  his  wife. 
Had  she  in  that  brief  instant  titillated  his  narcissistic  traumatic  by  upbraid- 
ing him,  stating  what  a  coward  and  failure  he  had  been,  there  is  relatively 
little  doubt  that  he  would  have  carried  out  his  original  design  and  ended  her 
life.  That  he  might  have  crowned  his  homicide  with  a  suicide  would  have 
been  little  comfort.  It  does  appear,  however,  that  her  very  despair  saved 
her,  for  when  she  remarked  she  no  longer  cared  what  happened  to  her  and 
asked  him  to  go  ahead  and  shoot,  in  that  brief  flash  of  insight  he  saw  him- 
self. Who  can  describe  the  full  depths  of  that  agonized  moment?  He  was  at 
that  profoundest  level  of  the  well  of  despair,  and  the  only  way  out  seemed 
to  him  self-destruction.  If  he  had  only  had  the  wisdom  to  desire  help — 
psychotherapeutic  help — what  a  different  sequel  there  might  have  been  to 
this  story. 


O.  Hob  ART  MowRER  .  .  . 

The  seriousness  and  tragedy  of  the  type  of  case  here  discussed  was 
brought  home  to  the  present  writer  by  an  incident  recentlv  reported  in  our 
local  papers.  A  middle-aged,  divorced  jeweler,  the  night  before  he  \\  as  to 
be  remarried,  killed  his  three  teen-age  daughters  and  his  mother  with  a 
hammer  while  they  slept  and  then  shot  himself.  There  had  apparently  been 
no  intimation  of  such  a  plan,  nor  was  there  anv  reported  manifestation  of 
psychopathology.  Of  course,  we  do  not  know  what  ma^■  haxe  transpired 
between  this  man  and  his  daughters  or  between  him  and  his  mother;  but 
he  was  outwardly  successful,  respected,  and  had  no  known  reason  to  com- 
mit such  an  act.  One  can  only  agree  with  Mrs.  Perry's  therapist  concerning 
the  ".  .  .  urgent  need  for  both  cross-sectional  and  longitudinal  reseiu-ch 
.  .  .  into  the  etiology  and  treatment  of  paranoid  conditions  including  both 
those  which  appear  to  be  'with'  and  those  'without"  psychosis." 

From  the  standpoint  of  "management,"  the  case  here  reported  is  some- 
thing of  a  model;  and  the  very  fact  that,  despite  every  apparent  precaution, 
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tragedy  could  not  be  averted  accentuates  all  the  more  the  need  for  deeper 
study  of  such  cases  and,  quite  possibly,  a  reconsideration  of  social  pro- 
visions for  handling  them.  For  example,  one  wonders  what  the  implications 
would  be  for  a  situation  of  this  kind  if  there  were  more  severe  penalties  for 
intimidation  and  threats  against  another  person.  Mr.  Perry  apparently  knew 
that  even  if  convicted  under  present  law  for  such  behavior,  the  conse- 
quences would  not  be  very  serious,  and  there  was  always  open  to  him  a 
means  of  putting  himself  forever  beyond  the  law;  it  is  also  possible  that 
the  law  could  be  used  by  the  unscrupulous  or  deranged  against  the  inno- 
cent. 

Lacking  the  results  of  researches  that  remain  to  be  carried  out  and 
having  no  inspired  legal  solution  to  problems  of  this  kind,  we  are  thrown 
back  upon  the  therapist's  own  question  of  how  he  might  have  handled  the 
Perry  situation  with  a  happier  outcome.  What  follows  here  in  no  way  carries 
the  intimation  that  the  case  should  have  been  handled  differently.  All  will 
agree  that,  in  light  of  our  present  knowledge,  professional  training,  and 
laws,  it  was  handled  intelligently,  humanely,  and  altogether  sensibly.  The 
only  question  is  whether  or  not  there  is  any  other  way  in  which  it  might 
conceivably  have  been  handled. 

In  order  to  get  the  facts  from  Mr.  Perry,  the  therapist  evidently  bore 
down  on  him  pretty  hard.  In  the  beginning  Mr.  Perry  was  casual  and  at 
least  outwardly  friendly;  but  later,  "There  was  a  flicker  of  hatred  in  his 
eyes  as  he  accused  me  of  taking  his  wife's  part."  Objectively,  justice  was 
clearly  on  Mrs.  Perry's  side;  but,  equally  objectively,  the  therapist  did  not 
do  much  to  help  Mr.  Perry,  as  he  perceived  his  situation.  The  incident 
in  Chapter  1  dramatically  illustrates  what  can  sometimes  be  accomplished 
with  even  the  most  seemingly  hopeless  individuals  by  an  unexpected  kind- 
ness or  act  of  generosity.  Certainly  it  would  not  have  been  easy  to  have 
befriended  Mr.  Perry  in  any  very  vital  or,  to  him,  meaningful  way.  But 
we  cannot  wholly  ignore  the  possibility  that  in  the  present  instance  the 
therapist  was  so  interested  in  "calling  his  'shots,'  "  diagnostically  and  prog- 
nostically,  that  he  failed  to  explore  sufficiently  what  might  have  been  done 
along  these  lines.  Certainly  this  was  a  failure,  if  failure  it  was,  which  can 
easily  be  forgiven.  The  therapist  was,  after  all,  in  a  very  difficult  situation; 
and  if  he  acted  simply  as  an  enlightened  human  being,  which  he  clearly 
did,  rather  than  like  an  angel,  most  of  the  rest  of  us  would  be  proud  to 
have  done  as  well.  Yet  here,  if  any^vhere,  seems  to  be  the  one  handle  of 
hope  whereby  the  case  might  have  been  carried  to  a  less  sad  conclusion. 

Although  Mr.  Perry  had  no  known  history  of  active  misdeed  or  crime, 
he  had  a  lifelong  record  of  sins  of  omission;  and  it  would  have  been  by 
no  means  easy  to  have  gotten  him  to  assume,  at  this  late  date,  the  re- 
sponsibilities which  he  had  manifestly  been  shirking.  Yet  men  and  women 
of  all  ages  can  be,  and  are,  "born  again";  and  there  appears  to  be  no  very 
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good  way  of  (Ictc^rmiriing  in  advance  wlu.'n;  a  campaign  of  restitution  and 
rehabilitation  will  or  will  no(  succeed.  Tlie  least  we  can  d(j  is  to  Iry. 


Clai^a  Thompson  .  .  . 

This  is  not  a  case  where  the  primary  concern  is  in  a  problem  of  therapy 
or  technique,  but  concerns  chiefly  the  problem  of  management  of  the 
person  wlio  is  not  in  therapy.  Although  this  woman  undoubtedly  had  some 
problems  of  her  own,  the  immediate  reality  danger  superceded  them.  In 
fact,  she  could  only  have  remained  in  an  attitude  acceptable  to  her  hus- 
band if  she  had  remained  sick  or  become  sicker.  Even  then,  it  is  not  cer- 
tain that  the  husband's  psychotic  demands  would  not  have  become  greater 
and  greater,  leading  to  an  eventual  blow-up  anyway. 

The  therapist  rightly  shows  that  this  case  points  up  a  serious  defect  in 
our  legal  safeguards.  Not  only  are  the  wife  and  children  endangered  by 
such  an  individual  as  her  husband  being  allowed  freedom,  but  any  thera- 
pist trying  to  treat  her  is  also  in  danger  of  his  life.  We  have,  at  present,  no 
adequate  way  of  protecting  anyone  from  the  destructive  behavior  of  a 
paranoid,  who,  when  the  occasion  demands,  can  appear  deceptively  nor- 
mal. The  police  can  do  nothing  to  protect  this  woman,  even  if  they  were 
alerted  by  a  psychiatrist  to  the  danger.  An  overt  act  must  take  place,  and 
then  it  is  often  too  late.  Even  if  the  police  were  empowered  to  send  him 
to  a  hospital  for  observation,  not  even  a  hospital  full  of  psychiatrists  can 
keep  him  incarcerated,  because  he  can  still  fight  his  case  before  a  lay 
jury  who  cannot  possibly  know  the  insidious  workings  of  the  paranoid 
mind.  So  the  patient  is  released,  usually  feeling  more  persecuted  than  ever, 
and  therefore  more  dangerous.  The  answer  perhaps  lies  in  closer  coopera- 
tion of  psychiatrists  with  the  legal  profession  towards  modifying  existing 
laws.  When  adequate  understanding  of  a  case  requires  the  opinion  of 
experts,  it  seems  to  me  criminal  to  ask  a  lay  jury,  or  even  a  judge  ^^■ithout 
psychiatric  training,  to  make  the  final  decision  about  the  freedom  of  a  po- 
tential killer.  As  long  as  there  is  no  way  of  keeping  him  in  a  safe  place, 
psychiatrists  will  continue  to  shy  away  from  the  responsibility,  and  families 
will  continue  to  be  murdered. 


Frederick  C.  Thorne  .  .  . 

This  case  is  typical  of  a  very  common  emergency  situation  in  psycho- 
therapy where  great  danger  to  life  or  property  exists  from  the  actions  of 
a  person  suspected  of  violent  tendencies  ( particularly  when  o\"ert  tlireats 
have  been  made).  In  our  opinion,  such  cases  should  immediateh"  be 
referred  to  a  psychiatrist  ( or  a  physician  empowered  to  institute  commit- 
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ment  proceedings)  and  to  legal  authorities.  Any  person  who  repeatedly 
makes  homicidal  threats  must  be  regarded  as  dangerous  and  should  be 
institutionalized  for  observation.  A  clinical  psychologist  does  not  have 
the  authority  to  deal  with  the  situation  effectively,  and  the  case  should 
immediately  be  referred  to  the  proper  legal  authority.  In  this  case,  the 
therapist  withdrew  from  the  case  when  he  could  no  longer  handle  it.  Hind- 
sight indicates  that  more  directive  action  should  have  been  taken  to  protect 
all  concerned.  The  fact  that  Mr.  Perry  had  made  threats  against  anyone 
who  took  action  against  him  should  not  have  intimidated  the  therapist 
since  if  Mr.  Perry  actually  was  capable  of  violence,  it  would  have  been 
better  for  him  to  have  developed  such  tendencies  while  under  observa- 
tion in  an  institution. 

Here  is  a  situation  in  which  the  therapist  cannot  be  passive  or  non- 
directive  if  the  rights  of  all  concerned  are  to  be  protected.  When  con- 
fronted with  a  fulminating  paranoid  state  or  frustration-aggression  re- 
action, the  first  step  must  be  to  safeguard  potential  victims  while 
simultaneously  striving  to  control  the  patient  himself.  In  our  OAvn  practice, 
experience  indicates  a  number  of  steps  which  need  to  be  taken. 

1.  Advise  family,  friends,  authorities,  and  potential  victims  that  the 
client  is  potentially  dangerous.  This  is  not  done  to  be  alarmist,  but 
simply  to  acquaint  all  concerned  with  the  facts  of  the  situation. 

2.  Secure  an  agreement  among  all  responsible  persons  concerning  how 
the  patient  is  to  be  handled.  This  is  important  because  it  is  undesira- 
ble to  argue  out  differences  of  opinions  in  the  presence  of  the  dis- 
tiu-bed  person. 

3.  Do  not  confront  the  potentially  violent  person  with  any  ultimatums 
or  coercive  actions  until  all  is  in  readiness  to  protect  all  concerned. 
Experience  indicates  that  patients  tend  to  become  violent  most 
commonly  when  confronted  suddenly  with  force.  Everything  should 
be  ready  to  handle  any  emergency. 

4.  Make  certain  that  sufficient  manpower  is  available  to  subdue  the 
dangerous  person  if  he  becomes  physically  violent.  Violent  patients 
seldom  will  resist  overwhelming  force  but  will  fight  desperately  if 
they  feel  they  have  a  chance  to  win. 

5.  Usually  a  period  of  observation  in  a  psychiatric  hospital  is  desirable  J 
to  discover  how  the  dangerous  person  is  going  to  react  when  he  dis- 
covers things  may  go  against  him.  He  should  be  institutionalized 
until  all  aggressive  impulses  are  dissipated. 

6.  Potential  victims  should  receive  continuing  protection  until  the 
dangerous  person  is  known  to  be  under  contiol.  If  a  divorce  or 
separation  is  necessary,  there  should  be  a  court  order  restiaining 
the  dangerous  person  from  molesting  or  distiirbing  the  objects  of 
his  aggressions. 
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Although  aggressive  impulses  in  potc^ntial  murderers  are  sometimes 
"silent"  in  the  sense  that  no  overt  aets  give  warning  of  dangenjus  violent 
states,  in  a  mueh  larger  pereentage  of  eases  there  are  many  signs  and 
symptoms  whieh  indieate  the  need  for  psychiatrie  observation.  Too  often, 
even  open  threats  are  ignored.  The  difficulty  is  that  at  all  times  there  are 
a  large  number  of  potentially  violent  persons  in  any  eommunity,  many  of 
whom  have  made  rep(>ated  threats  but  have  not  previ(;usly  carried  them 
out.  Unfortunately,  there  are  not  sufficient  psychiatric  facilities  to  keep 
all  suspects  under  continuous  observation  if,  indeed,  society  was  willing 
to  pay  the  costs.  While  it  is  a  commonly  accepted  opinion  that  psychiatric 
observation  and  treatment  might  prevent  many  acts  of  violence,  suitable 
screening  methods  do  not  exist  now  to  discriminate  potentially  dangerous 
persons.  Every  psychiatric  hospital  has  discharged  patients  as  cured  only 
to  have  them  go  out  and  soon  commit  homicide.  With  many  borderline 
cases  in  which  known  aggressive  impulses  appear  to  be  under  control,  it 
is  anybody's  guess  whether  or  not  a  situation  will  arise  in  which  the 
etiologic  equation  for  a  violent  outburst  will  be  realized.  Conservative 
handling  requires  the  institution  of  sufficient  directive  controls  to  protect 
all  concerned. 

The  least  any  therapist  can  do,  not  only  to  protect  societv  but  also 
his  own  reputation,  is  to  routinely  seek  independent  consultations  in  such 
cases  in  order  to  get  other  opinions  concerning  the  gravity  of  the  situation 
and  what  should  be  done.  After  a  therapist  has  worked  long  enough  in  a 
community,  he  usually  builds  up  resources  and  patterns  for  handling  emer- 
gency situations. 


Client-Centered 
Hypnosis? 


10 


History 

The  client  was  a  self-referred  prisoner,  a  white  male  about  40 
years  of  age  serving  a  sentence  for  forgery  and  fraud.  He  was  a  sec- 
ond offender,  having  served  a  previous  sentence  for  fraud.  He  was  an 
extremely  intelligent  person,  being  a  self-educated  engineer,  and  had 
made  a  number  of  minor  inventions.  The  expressed  reason  for  coming 
for  therapeutic  assistance  was  to  discover  the  reasons  for  his  criminal 
behavior. 

Therapy  was  given  according  to  Rogers'  client-centered  tech- 
nique, and  from  the  beginning  excellent  rapport  was  established.  He 
gave  many  indications  of  improvement  in  terms  of  insightful  state- 
ments, reports  of  better  social  adjustment  in  the  institution,  and 
changes  in  his  attitude  to  people  in  general,  to  the  law,  and  toward 
himself. 

Incident 

Therapy  had  progressed  for  about  a  year.  I  saw  him  once  a  week 
for  an  hour  at  a  time.  However,  I  was  requested  by  my  supervisor  to 
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discontinue  tlie  contact  because  of  the  pressure  of  requests  for  tlierapv 
by  other  prisoners.  I  conveyed  tliis  message  to  my  client,  and  he  sug- 
gested that  we  go  on  for  ten  further  sessions,  and  then  end  the  ther- 
apy. 

Near  the  end  of  the  ten  sessions,  he  began  to  exliibit  signs  of  dis- 
tress, claiming  that  althougli  he  had  benefited  he  felt  absolutely  cer- 
tain that  there  was  something  else  that  had  to  come  out.  He  was  cer- 
tain that  there  was  an  explanation  for  his  bizarre  criminal  behavior 
and  that  he  felt  certain  he  would  someday  come  out  witli  the  answer. 
However,  despite  his  distress  and  insistence  that  there  was  something 
that  "wanted  to  come  out"  he  never  seemed  to  be  able  to  produce  the 
material  he  desired. 

On  the  next  to  last  session,  without  previous  warning,  I  asked  him 
if  he  wanted  me  to  hypnotize  him  since  through  this  method  it  was 
possible  that  this  "deep  dark"  secret  might  come  out.  He  agreed  and 
I  hypnotized  him.  He  went  into  a  deep  trance  quickly,  and  I  asked 
him  to  tell  me  what  it  was  that  was  distressing  him.  With  tears  run- 
ning down  his  face  he  recounted  an  incident  which  he  had  never  re- 
ferred to  before:  He  had  been  the  cause  of  the  death  of  a  childhood 
friend.  His  part  in  the  incident,  which  had  occurred  30  years  previ- 
ously, had  never  been  recounted  to  anyone.  I  told  him  that  when  he 
came  out  of  the  hypnosis  he  would  have  no  memory  of  what  he  had 
said,  but  that  he  would  recall  what  he  had  said  by  our  next  session. 
He  came  out  with  amnesia  and  was  surprised  to  find  he  had  been 
crying. 

In  the  next  session  he  produced  an  explanation  for  his  previously 
unexplained  criminal  behavior  relating  it  to  his  need  for  punishment 
for  his  "murder"  of  30  years  before,  stating  that  all  of  his  crimes  had 
occurred  immediately  after  someone  else  in  his  environment  had  died. 
He  believed  that  he  wanted  to  be  punished  for  his  earlier  crime.  Hav- 
ing said  this  he  began  to  exculpate  himself  for  his  part  in  the  death  of 
his  friend,  and  said  that  he  felt  greatly  relieved. 

The  therapy  was  concluded,  but  the  author  saw  the  subject  a  num- 
ber of  times  subsequently  for  follow-up  purposes.  The  subject  con- 
tinued to  believe  that  he  had  the  correct  explanation  for  his  behavior. 
He  went  out  and  for  the  past  two  years  through  correspondence  he 
continues  to  state  that  he  feels  well  and  that  he  is  a  happy  person.  He 
has  shown  considerable  energy  and  ability  and  has  opened  a  small 
business  which  is  succeeding. 
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Discussion 

This  case  is  presented  because  I  felt  that  my  behavior  was  incon- 
sistent with  mv  theoretical  acceptance  of  the  client-centered  method, 
and  because  I  feel  the  hypnosis,  while  it  may  have  diagnostic  values, 
should  not  be  used  in  therapy.  However,  I  used  it  then  with  the  rea- 
sonable expectation  that  my  patient  could  not  produce  this  incident 
without  help  from  me,  and  I  believe  that  I  did  the  right  thing.  I  also 
believe  that  if  he  had  not  brought  this  incident  to  consciousness  he 
would  not  have  benefited  from  the  therapy  to  the  extent  that  he  ap- 
parently did. 

C.  Knight  Aldrich  ... 

This  case  clearly  illustrates  the  importance  of  establishing  a  dynamic 
diagnosis  before  embarking  on  treatment.  If  diagnosis  is  bypassed,  as  in 
this  case,  much  time  may  be  lost  and  treatment  may  not  be  used  to  best 
advantage.  Fortunately  for  the  patient  in  this  case,  the  supervisor's  request 
to  discontinue  the  contact  precipitated  enough  "distress"  on  the  part  of 
the  patient  that  the  therapist  was  encouraged  to  carry  out  more  active 
diagnostic  eflForts.  Had  a  dynamic  diagnosis  been  sought  for  earlier  in  tlie 
course  of  the  contact  with  the  therapist,  more  time  would  have  been 
available  for  a  more  thorough  working  through  of  the  patient's  guilt,  and 
for  a  more  comprehensive  consolidation  of  therapeutic  gains. 

Adherence  to  one  therapeutic  method  without  discrimination  as  to 
diagnosis  is  not  fair  to  the  patient.  The  same  danger  of  misplaced  eflForts 
would  results  if  penicillin  were  to  be  given  every  patient  with  a  fever  with- 
out further  diagnosis:  the  recovery  of  some  would  be  due  to  the  penicillin; 
the  spontaneous  recovery  of  others  would  be  attributed  to  the  penicillin; 
but  the  recovery  of  still  others  would  be  delayed  or  even  prevented  by 
failure  to  institute  appropriate  alternative  measures. 

Robert  Blake  .  .  . 

According  to  the  circumstances  of  this  situation  a  repressed  event  is 
brought  into  focus  with  the  aid  of  hypnosis.  It  then  is  worked  through. 
The  strategy  of  therapy,  involving  a  change  in  the  therapist's  lole  through 
use  of  hypnosis,  rather  than  the  dynamics  of  change  itself  seems  to  consti- 
tute the  issue  of  discussion. 

From  a  narrow,  school-centered  view,  the  therapist's  behavior  does 
constitute  a  shift  from  a  passive  accepting  relationship  to  active,  control- 
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ling  intervention  in  the  mental  and  emotional  life  of  the  patient.  In  a  deeper 

aspect  however  this  shift  in  roU;  is  not  tof)  important.  For,  given  unlimited 
time,  the  same  material  would  have  heen  recaptured  by  client-centered  or 
interpretive  methods.  In  a  basic  sense,  then,  the  theory  is  the  same: 
material  which  has  undergone  repression  needs  to  be  experienced,  under- 
stood, and  related  by  the  patient  to  other  significant  events  in  his  life  if 
his  behavior  is  to  change. 

In  emphasizing  relational  aspects  in  behavior  change  1  am  led  to  ask 
another  question  regarding  this  case.  Would  the  beha\'ior  change  have 
been  brought  about  if  the  circumstances  had  included  the  hypnosis  with 
a  post-hypnotic  suggestion  for  recall  at  a  point  in  time  with  the  therapist 
absent? 

My  inclination  is  to  answer,  "No,"  and  to  maintain  that  the  relationship 
with  a  nonpunitivc  authoritij  (the  therapist)  constitutc^s  the  significant 
factor  in  the  change.  Exculpating  himself  before  tJw  tJierapist,  in  other 
words,  was  the  source  of  relief  and  the  factor  inducing  change,  not  just 
exculpating  himself.  If  my  premise  is  correct,  then  dependency  on  an 
authority  is  placed  in  a  position  of  prominence  through  such  members  as 
the  therapist's  telling  him  of  the  requirement  of  terminating  therapy,  the 
patient's  requesting  ten  further  sessions,  the  therapist's  asking  him  if  he 
wanted  to  be  hypnotized,  and  so  forth.  The  authority  of  the  therapist  had 
the  effect  of  supporting  the  patient  while  he  dealt  with  a  repressed  event. 
Dependenc)',  in  other  words,  created  the  condition  of  resolution.  In  my 
view,  the  nonpunitive,  noninterpretative,  dependency-creating  character 
of  the  authority  provided  the  psychological  environment  of  this  resolution. 

Granted  the  above,  the  need  for  a  dependencv  relationship  for  personal 
problem-solving  was  not  altered  in  the  course  of  therapy,  even  though  the 
dynamics  of  behavior  related  to  the  repressed  event  itself  were  brought 
to  a  level  of  awareness.  Perhaps  the  dependency  relationship  didn  t  need 
to  be  resolved  for  effective  social  adjustment  to  take  place.  Yet  the  evidence 
suggests  that  a  specific,  significant  problem  was  handled  ratlier  than  that 
a  structural  personality  change  leading  to  greater  skill  in  problem-solving 
Vv^as  brought  about. 

Wladimir  Eliasberg  .  .  . 

In  this  account  the  patient,  a  criminal  widi  a  record  of  repeated  identi- 
cal criminology,  fraud,  seemed  to  improve  imder  a  strict  client-centered 
Rogers'  type  therapy.  However,  when  discontinuation  of  therapy  was 
necessary  for  extraneous  reasons,  the  patient  exhibited  signs  of  distress. 
He  had  the  feeling  "something  had  to  come  out."  This  reWewer,  too.  had 
the  feeling  that  a  passive  therapy  would  not  lead  to  a  cure.  The  general 
experience  with  this  t\'pe  of  crime,  with  stereot)'ped  relapses,  is  tliat  it 
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occurs  frequently  in  persons  who  for  some  reason  or  other  are  arrested  in 
their  emotional  development.  In  a  goodly  number  of  cases  observed  among 
children  as  well  as  immature  adults,  those  typical  conflicts  in  psycho- 
sexual  development  demonstrated  by  psychoanalysis  play  a  role. 

The  therapist  according  to  his  own  discussion  is  trained  and  believes 
in  the  Rogers  method  and  feels  he  should  not  use  other  therapeutic  devices. 
Such  belief  in  100  per  cent  indication  of  one  psychotherapeutic  method 
compares  with  the  belief  of  a  surgeon  who  would  perform  amputations 
of  the  left  leg  exclusively,  whatever  the  nature  of  the  illness.  It  is  just  too 
bad  that  psychotherapeutic  training  is  still  often  along  such  lines.  Anyone 
who  wants  to  get  training  in  clinical  psychotherapy  should  have  the  op- 
portunity to  familiarize  himself  with  all  available  methods  and  be  given 
guidance  in  working  out  indications  for  any  specific  method.  The  selec- 
tion of  a  method  must  not  be  left  to  the  chance  of  the  therapist's  training. 
This  therapist,  a  nonbeliever  in  hypnosis,  was  successful  with  the  first 
hypnosis  he  tried  on  his  patient.  If  such  a  success,  also  concerning  the  depth 
of  hypnosis,  was  reached,  this  could  be  explained  by  a  readiness  of  the 
patient  for  hypnosis,  created  throughout  the  treatment  without  the  aware- 
ness of  the  therapist. 

This  case  is  of  particular  interest  to  the  criminologist  in  that  it  may 
contribute  to  the  hard  problem  of  crime  causation.  It  was  assumed  by 
both  the  offender  and  the  therapist  that  feelings  of  guilt  and  need  for 
punishment  played  a  role.  The  offender  believed  he  had  been  the  cause 
of  the  death  of  a  childhood  friend.  It  was,  then,  the  need  for  punishment 
for  a  murder  which,  however,  obviously  had  not  been  perpetrated,  that 
seems  to  have  been  the  "cause"  of  the  crime.  Votaries  of  the  sociological 
crime  theory  usually  blame  depth  psychologists  and  psychoanalysts  for 
the  easy  assumption  of  such  causal  connections  as  are  assumed  in  this 
case.  Quoting  Frank  Hartung:  "The  ludicrous  position  taken  by  the  psy- 
choanalysts on  infant  criminality  is  an  example  of  where  the  informal 
definition  of  crime  leads  one.  In  psychoanalysis  the  newly  born  infant  is 
said  to  be  criminal  because  of  his  antisocial  conduct.  The  infant  defecates 
in  public  and  has  no  respect  for  the  rights  and  wishes  of  others;  this  is 
antisocial  and,  therefore,  the  infant  is  criminal.  .  .  .  One  would  like  to  see 
the  concept  of  infant  sexuality  applied  to  the  company  which  falsifies  its 
records."  ^ 

Such  criticism  could  be  countered  if,  in  carefully  studied  cases,  the 
understandable  inner  connection  between  guilt  feelings,  need  for  punish- 
ment, and  type  of  crime  could  be  demonstrated.  The  author  published 
such  a  case.  -  A  soldier  murdered  another  soldier  in  order  to  get  hanged; 

1  Frank  Hartung,  "White-Collar  Offenses  in  the  Wholesale  Meat  Industry  in  De- 
troit," Amer.  J.  Social,  LVI  ( 1950 ) ,  pp.  25-34. 

2  Wladimir  Eliasberg,  "He  Murdered  to  Get  Hanged:  A  Pre-Analytical  Case  His- 
tory of  1783,"  The  Psychoanalytical  Review,  XXXIX  (1952),  pp.  164-167. 
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he  did  not  have  the  courage  to  do  away  with  himself  "under  his  own 
power."  In  the  soldier's  case,  there  is  a  good  "Verstehen"  of  the  mental  and 
emotional  state  before  the  crime  and  the  nature;  of  his  crime.  Tlie  case  re- 
ferred to  in  this  incident  should  have  been  elaborated  in  this  direction. 
The  mere  fact  of  identical  repetition,  by  its  very  monotony,  is  an  important 
indicator  of  causal  determination.  Still  the  question  of  the  understandable 
connection  between  guilt  feelings  and  crime  remains  unanswered. 

And  not  only  this;  as  long  as  neither  the  therapist  nor  the  patient  gets 
full  insight,  the  danger  of  relapse  is  not  removed.  This  should  be  stressed, 
although  the  therapist  states  that  in  the  last  two  years  no  relapse  occurred. 


Albert  Ellis  .  .  . 

I  feel  that  the  therapist  in  this  case  is  to  be  congratulated  upon  his 
discriminating  use  of  hypnosis,  even  though  it  was  at  variance  with  his 
theoretical  acceptance  of  Rogerian  therapy.  I  do  not  agree  with  him 
that  hypnosis,  while  it  may  have  diagnostic  values,  should  not  be  used 
in  therapy.  But  I  do  agree  with  his  implication  that  it  should  only  be  em- 
ployed in  special  instances. 

In  my  own  practice,  although  I  am  a  member  of  the  Society  for  Clinical 
and  Experimental  Hypnosis,  I  employ  hypnotic  methods  with  only  a 
small  proportion  of  the  individuals  whom  I  see  for  psychotherapy.  This 
is  largely  because  I  believe  that  human  beings  mainly  become  disturbed 
because  they  have  little  self-confidence  and  much  unnecessary  guilt  and 
self-defeating  attitudes;  and  although  hypnosis  is  a  most  valuable  tool  in 
getting  to  the  source  of  why  many  clients  are  disturbed,  it  is  not  too  help- 
ful in  inducing  them  to  change  the  attitudes  which  led  to  their  disturbances. 
Even  when  hypnosis  works  eflFectively,  the  client  still  knows  that  he  was 
helped  because  the  therapist  suggested  that  he  do  something,  and  that 
he  did  not  particularly  do  this  thing  by  himself.  Hypnosis,  especially 
when  it  makes  use  of  posthypnotic  suggestion  for  therapeutic  purposes, 
enables  the  client  to  get  better  the  "easy"  instead  of  the  "hard"  way.  Con- 
sequently, it  does  little  to  enhance  his  confidence  in  himself,  and  may  even, 
in  some  measure,  serve  to  decrease  it.  This  is  why  hypnotic  cures  are  fre- 
quently nonlasting  ones. 

At  the  same  time,  in  special  instances  such  as  those  outlined  in  this 
critical  incident,  hypnosis  is  not  only  the  method  of  choice,  but  sometimes 
is  almost  the  only  method  that  will  work.  In  such  cases,  a  therapist,  of 
whatever  theoretical  orientation,  should  not  hesitate  to  employ  h\-pno- 
therapy.  As  the  therapist  says  and  implies  in  this  case,  it  is  not  that  h\-pnosis 
produces  all  the  benefit  in  certain  instances;  but  it  does  sometimes  lead  to 
considerably  more  benefit  than  would  occur  without  its  use. 
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Viktor  Frankl  .  .  . 

As  was  stated  by  the  writer  of  another  case,  I  must  say  in  relation  to 
this  case,  the  technique  and  the  theory  of  any  system  of  psychotherap)' 
must  give  way  when  the  welfare  of  the  patient  is  at  stake.  \Ye  have  to 
help  in  whatever  way  we  are  able.  Therefore,  in  principle,  there  is  nothing 
to  be  said  against  the  use  of  hypnosis  when  it  seems,  as  in  this  case,  to  be 
warranted. 

At  the  same  time,  we  cannot  limit  the  freedom  and  self-responsibilit)' 
of  the  patient.  On  the  contrary  ( and  not  only  logotherapy  accepts  this  as 
a  primary  principle)  all  psychotherapv  is  to  some  extent  an  education  of 
the  patient  toward  self -reliability  and  responsibility. 

In  this  particular  case,  however,  we  should  not  forget  that  only  by 
means  of  hypnosis  was  it  possible  to  enable  tlie  patient  to  face  the  past, 
to  regain  his  freedom  of  will,  and  to  accept  and  regain  discretion  concern- 
ing the  past,  as  well  as  accepting  full  responsibility  for  his  actions  and 
ultimately  for  what  had  happened  in  the  past. 

Iago  Galdston  .  .  . 

This  incident,  even  as  its  reporter  somewhat  abashedly  observes  in 
his  concluding  comments,  points  up  a  serious  limitation  in  the  client-cen- 
tered method.  Seemingly  some  cases  require  a  "therapist-centered"  treat- 
ment. After  60  hours  of  treatment,  and  when  threatened  with  the  dis- 
continuity of  therapy,  this  patient  distressfully  insisted  that  there  was 
something  that  "wanted  to  come  out"  which  he  could  not  bring  forth  by 
himself.  Palpably  he  wanted  to  be  "delivered" — with  the  therapist  to  serve 
as  his  accoucheur.  Whether  or  not  the  therapist's  pointed  inquiries  would 
have  served  as  well  as  the  hypnosis  did,  I  cannot  guess.  I  do  know  that 
quite  frequently  the  therapist's  timely,  but  pointed  questions  greatly  ad- 
vance the  progress  of  therapy  and  are  of  very  positive  help  to  tlie  patient. 

I  am,  however,  inclined  to  believe  that  the  patient's  subsequent  rapid 
progress  was  as  much  due  to  the  therapists  initiative  and  "activity"  as  to 
the  uncovering  of  the  "murder"  episode.  The  transference  was  seemingly 
very  strong.  Was  the  patient  panicked  by  the  threat  of  breaking  ofiF  treat- 
ment? Did  he  crave  a  parting  show  of  love?  Given  this  craved  demonstra- 
tion, itself  irregtdar,  could  he  then  leave  happy? 

The  "uncovering"  by  itself  would  not  be  likely  to  provide  so  much 
release.  What  happens  to  a  man  is  one  thing.  \Miat  he  does  about  it  is 
another.  His  critical  psychodynamic  problem  was  not  the  "murder,"  but 
those  antecedent  factors  which  structured  his  reactional  behavior.  Possibly 
these  were  worked  through  before  the  hypnosis  episode.  The  author  of 
this  incident  hints  as  much. 


Client-Centered  Hypnosis?  153 

E.  H.  Porter  .  .  . 

With  all  due  respect  to  a  competent  therapist  doing  a  competent  job, 
the  therapist  here  is  obviously  a  "book-taught"  client-centered  therapist — 
and  thus  provides  an  excellent  opportunity  for  making  a  distinction  which 
is  not  widely  understood.  As  a  matter  of  fact,  this  distinction  is  rather 
widely  misunderstood  because  of  the  tendency  for  people  trained  in  other 
frames  of  reference  to  presume  that  client-centered  therapy  can  be  under- 
stood only  as  a  variant  frame  of  reference  directly  comparable' with  their 
own  and  conducted  for  the  same  reasons. 

Client-centered  therapy  can  be  best  understood  not  as  a  body  of  tech- 
niques through  which  therapy  is  given  but  as  a  body  of  men  and  women 
who  have  undertaken  to  explore  the  hypothesis  that  tlie  client  has  within 
hitnself  the  capacity  for  directing  his  own  growth  and  achieving  maximum 
maturity. 

This  body  of  men  and  women  have  evolved,  evaluated,  and  discarded 
procedures  and  techniques  as  time  has  gone  on.  Always  the  criterion  of 
evaluation  has  been  tlie  consistency  of  the  procedure  with  the  central 
hypothesis.  In  this  critical  incident,  the  tlierapist  thinks  of  efficacy  as  the 
measure  of  suitability  of  a  technique.  The  client-centered  therapists  I 
have  known  and  worked  with  over  the  past  19  years  would  reject  the  use 
of  hypnosis  on  the  criterion  of  its  being  an  interventive  teclinique. 

It  may  be  difficult  for  many  readers  to  understand  why  these  people 
would  reject  a  useful  technique.  I  guess  it's  the  same  kind  of  a  difference 
that  exists  between  the  teacher  who  has  a  bag  of  tricks  tliat  helps  children 
to  learn  to  read  effectively  and  the  psychologist  who  conducts  experiments 
to  learn  about  the  nature  of  the  learning  process.  Most  of  the  client- 
centered  therapists  I  have  worked  with  were  not  satisfied  with  acquiring 
therapeutic  techniques  simply  because  they  were  effective.  The)'  wanted 
to  learn  about  the  nature  of  the  therapeutic  process. 

One  fact  is  painfully  obvious:  you  can't  test  the  trutli  or  falsit)^  of  a 
hypothesis  if  you  constantly  violate  it.  The  introduction  of  a  procedure 
which  is  inconsistent  with  the  hypothesis  does  not  pro\e  tlie  hx-potliesis 
wrong.  It  just  creates  one  more  situation  in  which  the  hx-pothesis  is  not 
put  to  the  test. 

Sometime  during  the  late  Spring  of  1956,  in  a  conversation  with  Carl 
Rogers,  we  agreed  that  (so  far  as  we  could  see  at  that  time)  it  was  not 
until  around  1953  or  1954  tliat  there  were  enough  people  ( 10  to  20)  whose 
skills  were  sufficiently  consistent  with  tlie  li)^othesis  tliat  one  could  say 
tliere  actually  existed  such  a  thing  as  chent-centered  tlierapv  ^^■hich  could 
be  tested. 

It's  a  big,  wide  world,  and  anyone  who  wants  to  sa}'  he  is  client-centered 
is  perfectly  welcome  to  do  so.  If  a  man  wants  to  say  lies  lui  analyst,  peace 
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be  with  him;  I  guess  I'm  not  interested  in  labels  these  days.  But  when  I 
talk  therapy  with  another  man,  I'm  first  of  all  interested  in  whether  he  is 
a  man  with  answers  to  the  problems  of  therapy  or  whether  he  has  only 
hypotheses.  With  the  latter  man,  I  am  simpatico,  regardless  of  his  label. 
I  guess  I  feel  that  for  a  good  many  years  to  come  we  must  struggle  for 
better  conceptions  of  therapy  as  well  as  for  better  ways  of  testing  our 
concepts. 

I  can't  help  but  chuckle  to  myself  as  I  see  in  myself  the  tendency  to 
think,  "Why  did  the  therapist  have  to  louse  it  up  with  hypnosis  when  the 
client  is  just  on  the  very  verge  of  discovering  this  for  himself?"  I  recognize 
that  others  must  be  thinking,  "Why  did  he  waste  a  whole  year  in  repeating 
what  the  patient  said  when  he  could  have  gotten  right  down  to  work?" 
If  a  number  of  people  are  exposed  to  the  same  problems  of  therapy  day 
after  day,  yet  are  unable  to  achieve  smooth  and  easy  intercommunication 
about  what  is  going  on  in  therapy,  I'm  inclined  to  feel  that  our  basic  con- 
cepts are,  as  yet,  entirely  too  narrow  to  be  scientifically  satisfactory. 
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History 

A  60-year-old  patient,  who  will  be  called  Hans  Kurtz,  was  ad- 
mitted to  a  state  hospital  as  a  voluntary  patient.  He  was  diagnosed  as 
"psychoneurosis-mixed '  and  the  prognosis  was  "poor." 

The  patient  was  born  in  Austria  of  German  parents  but  had  li\"ed 
in  the  United  States  for  about  35  years  except  for  one  \  ear  which  he 
spent  in  Germany  in  the  early  thirties.  He  was  "ps\'choanal\zed "  for 
seven  months  in  Austria  bv  a  psychiatrist  who  wore  a  Nazi  uniform  in 
his  office.  Mr.  Kurtz  was  formerly  in  the  restaurant  business  and  dur- 
ing World  War  I  felt  persecuted  because  of  his  Austrian-German 
background.  In  recent  years  he  had  worked  intermittenth-  as  a  land- 
scape gardener.  He  came  to  the  hospital  because  he  had  been  very 
depressed  and  had  suicidal  ideas. 

He  was  first  married  when  he  was  23,  had  three  children  and  a 
long  history  of  poor  marital  adjustment  culminating  in  di\orce  after 
25  years  of  marriage.  Whereabouts  of  his  famih-  had  been  unknowai 
for  many  years.  Two  years  after  his  divorce,  he  remarried.  His  second 
wife  was  25  years  his  junior,  and  she  left  him  eight  years  after  the\- 
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were  married.  It  was  shortly  after  she  left  him  that  hospitalization  be- 
came necessary. 

The  patient  stated  that  his  father  was  a  t)rannical  German.  His 
mother  had  apparently  been  x^ery  indulgent  and  seductiye.  He  slept 
with  her  until  the  age  of  12.  He  had  had  a  good  education  in  Europe. 

The  patient's  medical  history  was  essentialh  negative.  He  was  in 
good  physical  condition  when  he  was  admitted  to  the  state  hospital 
and  laboratory  findings  were  within  normal  limits. 

The  patient  impressed  several  staff  members  as  a  bright,  orally- 
dependent,  hostile,  demanding  individual  who  might  be  perfectly 
willing  to  spend  the  rest  of  his  life  being  fed  and  cared  for  in  the  hos- 
pital. Later  the  psychologist's  report  indicated  that  Mr.  Kurtz  was  a 
bright  individual  (full  scale  I.Q.  of  130  on  the  Bellevue-Wechsler  In- 
telligence Scale)  who  was  hypochrondriacal,  somatacized  his  neu- 
rosis and  intellectualized  superficial  insight  into  his  problems.  The 
ps vchologist  further  stated : 

"Rorschach  shows  productiveness  of  the  \'ery  intelligent  (97  re- 
sponses) with  the  perfectionalism  that  he  demands  of  himself  and 
others  ( people  and  objects )  .  .  .  quite  marked  depressive  elements 
( relation  of  achromatic  to  bright  color ) . 

"The  strong  anxiet\'  which  is  present  in  this  subject  is  a  favorable 
prognostic  sign  for  psychotherapy.  However,  his  extreme  depend- 
ence, his  age,  the  severity  of  the  neurosis,  with  its  long  standing  na- 
ture, are  unfavorable  prognostic  signs  for  therapy." 

Despite  his  advanced  age  and  poor  prognosis,  at  the  urging  of  the 
hospital  superintendent,  I  began  ps\'chotherap\'  with  him  a  few 
months  after  his  admission. 

Mr.  Kurtz  was  a  handsome,  well-built  man,  above  average  in 
height,  and  had  greying  blond  hair.  We  related  weU  to  each  other 
from  the  beginning. 

The  patient  was  seen  for  ps)  chotherapy  once  a  week  for  about 
four  months.  Early  in  treatment  he  resented  the  inteiTuptions  I  had. 
Although  I  would  not  answer  the  telephone  during  therapy  session, 
frequenth'  the  switchboard  operator  would  page  me  on  the  loud 
public  address  svstem.  After  the  first  two  sessions  most  of  the  others 
were  held  on  a  bench  on  the  hospital  grounds  to  avoid  interruptions. 

During  the  fourth  session  the  patient  intellectualized  a  great  deal 
as  usual,  using  man\'  psxchiatric  and  psxchoanalytic  terms.  The  ses- 
sion came  to  an  impasse  with  the  patient  tr)  ing  to  manipulate  the 
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situation  bcliind  a  facade  of  psychiatric  jargon.  At  that  point  I  said, 
"Mr.  Kurtz,  time  is  getting  short  and  w(;'ro  not  getting  anywhere. 
Frankly  I  am  not  );)articnlarly  interested  in  your  use  of  psychological 
terms — I  am  interested  in  helping  you  to  help  understand  yourself, 
and  get  well,  to  get  on  your  own  two  feet  and  to  get  out  of  tiie  lios- 
pital." 

The  patient  fltished,  a  hurt  look  came  over  liis  face  and  he  said, 
"Here  it  is  again — no  matter  wliere  I  turn,  sooner  or  later  I  am  not 
wanted." 

"Mr.  Kurtz,  would  you  mind  repeating  what  I  said?" 

"You  said  vou  are  too  busy  for  me,  and  you  want  me  to  get  the  hell 
out  of  here." 

"Mr.  Kurtz,  vou  only  heard  part  of  what  I  said  so  I  will  repeat  it 
for  you."  (I  did  so. ) 

Diu'ing  the  fifth  session  he  blocked,  was  hostile,  complained  of  be- 
ing rejected.  He  also  made  critical  remarks  about  tlie  "stupidit\  "  of 
our  medical  and  nursing  staffs.  Then  he  grudgingly  admitted  that  he 
felt  superior  to  Mrs.  D.  (wife  of  one  of  the  hospital  psychiatrists); 
that  he  was  smarter  than  she  was,  and  that  he  resented  being  in  a 
menial  relationship  to  her,  that  is,  her  gardener.  Later  during  this 
interview,  he  volunteered  the  following:  "That's  funny,  isn't  it? 
There  must  be  something  in  me  that  makes  me  so  sensitive  so  that 
when  people  say  things  I  may  possibly  interpret  them  in  a  wa\-  that 
I  am  rejected  and  unwanted."  Although  the  patient  apparently  began 
to  show  some  positive  movement  in  this  session,  he  tried  to  prolong 
it  beyond  the  usual  hour  but  I  held  him  to  the  time  limit. 

During  the  sixth  and  seventh  sessions,  the  patient  continued  to 
display  hostility,  mostly  bv  projection.  For  example,  he  started  one 
session  by  stating,  "Why  don't  vou  just  hit  me  and  get  it  over  wath? 
You  know  I  deserve  a  good  kick  in  the  tail."  Later  he  stated,  "Once  1 
had  money  and  lots  of  people  would  lick  nw  boots."  During  most  ol 
this  session,  he  continued  to  make  hostile,  critical  remarks  about  me 
and  other  people,  and  self-depreciating  comments  about  himself.  He 
ended  the  session  bv  saving,  "Mavbe  when  I  was  born,  the\-  should 
have  thrown  awav  the  bab^•  and  kept  the  afterbirth." 

The  patient  started  the  eighth  session  b\-  showing  me  a  letter  he 
had  received  from  the  Menninger  Clinic  in  reply  to  one  he  had  sent 
tliem  asking  about  treatment  there.  As  I  recall,  the  letter  stated  that 
if  he  could  go  to  Topeka  thev  would  be  glad  to  examine  him  and  if 


158  Hans  Finds  a  Father 

admitted  as  an  in-patient  it  would  cost  him  about  $1500  per  month. 
Tlie  patient  drew  invidious  comparisons  between  the  superiority  of 
treatment  at  Menninger's  and  the  treatment  at  the  hospital.  I  agreed 
with  him  that  this  was  no  doubt  true.  He  seemed  surprised  at  my  com- 
ments. The  patient  did  not  have  any  money  or  any  source  of  income. 
He  asked  if  I  would  try  to  locate  his  first  wife  and  see  if  she  would  pay 
for  treatment  at  Menninger's.  I  raised  a  question  about  the  unreality 
of  such  a  plan  and  about  the  possibility  of  this  being  a  manifestation 
of  his  dependency  needs.  His  comment  was,  "You  mean  I  want  to  go 
back  to  mama  for  help?"  I  replied,  "Maybe." 

The  patient  then  became  abusive,  hostile,  and  critical  toward  me, 
our  hospital,  the  medical  staff,  and  so  forth.  Then  he  started  on  me 
again:  "You  and  your  damned  superiority;  you  sit  there  and  look 
at  me  like  vou  think  you're  God." 

I  said,  "You're  mad  at  me  and  the  rest  of  the  staff  here  because  we 
haven't  been  able  to  get  you  well.  You're  wondering  if  someone  else 
could  help  you  more.  Ultimately,  if  you  are  going  to  get  better,  it  is 
necessary  that  we  talk  about  you — not  other  people  you  feel  are  to 
blame  for  your  problems." 

The  patient  interrupted  me  with  another  diatribe,  ending  with  "I 
suppose  now  you're  going  to  tell  me  that  you  are  going  to  be  my  father 
and  that  I  am  going  to  be  the  child  and  I  must  express  all  my  feelings 
to  you  and  all  that  baloney?" 

Incident 

At  this  point,  I  deliberately  became  aggressive.  I  began  pounding 
the  desk  with  m\'  first  and  shouted,  "Dammit,— look,  why  don't  you 
just  quit  this  verbal  diarrhea  and  let's  get  down  to  the  business  of 
trving  to  understand  yourself,  and  stop  beating  on  me?  Whatever 
faults  I  have,  and  I  do  have  a  lot  of  them,  have  nothing  to  do 
with  vour  problems.  I'm  a  human  being  too,  and  today  has  been 
a  bad  day.  .  .  ." 

He  intenupted:  "Okay,  okay,  so  I'm  no  damned  good.  Why  the 
hell  do  vou  waste  your  time  with  me?" 

"Number  one,  because  you're  a  human  being  and  my  business  is 
trying  to  help  liuman  beings;  two,  you're  worth  helping— you've  got 
brains,  imagination,  you're  not  the  'bad'  person  you  think  vou  are,  and 
fundamentallv  I  think  vou  may  reallv  want  to  get  well  and  get  out  of 
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this  place;  and  three,  maybe  it  will  be  good  for  my  self-esteern  ii  1 
succeed  in  lielping  you." 

The  session  ended  early  and  rny  partijig  comments  were,  "If  yon 
really  mean  business,  I'll  see  you  ior  your  next  appointment."  His 
reply  was  a  sarcastic,  "Tlianks." 

The  patient  was  prompt  for  his  next  appointment  and  for  the  first 
time  was  not  diffusely  liostile  and  did  not  try  to  make  a  displax'  of  liis 
psychiatric  knowledge. 

During  this  session  and  the  following  ones,  we  began  focusing  on 
discussions  of  the  kind  of  relationships  he  had  been  able  to  establish 
with  people  (including  me),  and  wliy;  I  tried  to  help  Jiim  gain  some 
security  in  terms  of  what  his  real  assets  were — so  tliat  status,  and  so 
forth,  became  less  important  and  he  was  less  threatened  by  liis  re- 
duced position  in  life.  He  got  to  the  point  where  he  was  able  to  accept 
the  fact  that  if  circumstances  necessitated  his  work  as  gardener  for  a 
woman  he  considered  intellectually  and  culturally  beneatli  him,  this 
didn't  make  him  intrinsically  less  worthwhile.  Gradually  his  ability 
to  accept  responsibility  for  his  own  problems  increased,  and  he  was 
able  to  recognize  that  some  unfortunate  things  that  had  happened  to 
him  were  "nobody's  fault."  With  these  gains,  there  was  reduction  of 
hostility  toward  others  and  less  projecting  of  blame  on  people  around 
him.  Eventually  I  signed  him  out  of  the  hospital  on  "leave  of  absence" 
( convalescent  status ) . 

For  about  a  year  while  on  leave  of  absence,  he  received  suppor- 
tive therapy  from  one  of  the  psychiatric  social  workers  of  the  state 
hospital  program  who  was  stationed  in  the  communit)-  in  which  the 
patient  lived.  The  patient  became  reconciled  with  his  second  wife;  he 
was  steadily  employed  at  landscape  gardening;  and  he  won  recog- 
nition in  a  local  photography  exhibit  ( he  had  begun  to  learn  photog- 
raphy in  the  hospital's  occupational  therapv  department).  Reports 
from  the  psychiatric  social  worker  in  the  field  indicated  that  he  con- 
tinued to  make  a  good  adjustment,  and  he  was  discharged  as  "im- 
proved." 

Discussion 

The  first  question  is  how  much  countertransf erence  ^^•as  operating 
during  the  eighth  session  and  perhaps  in  some  earlier  sessions,  such  as 
the  fourth  one?  As  the  person  directlv  involved  it  is  difficult  if  not  im- 
possible for  me  to  evaluate  this  objectivelv.  Although  I  would  like  to 
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believe  that  there  wasn't  any,  I  am  afraid  that  is  not  the  case.  Granted 
tliat  I  dehberateh'  and  with  some  forethought  began  to  pound  the 
desk,  I  was  also  aware  that  I  had  been  getting  progressively  more  irri- 
tated at  him,  and  pounding  the  desk  plus  my  shouting  and  general 
attitude  were  obviously  hostile  and  retaliatory.  By  most  accepted 
canons  of  psvchotherapy  such  behavior  on  the  part  of  a  therapist  is 
considered  at  best  inappropriate  and  at  worst  traumatic  to  a  patient. 

The  next  question,  then,  is  why  did  the  patient  show  rapid  im- 
provement after  the  eighth  session,  improvement  which  he  was  able 
to  maintain? 

Of  course  there  could  have  been  a  number  of  unknown  variables, 
in  operation  simultaneously,  that  could  have  contributed  to  his  rapid 
improvement.  However,  I  would  like  to  speculate  regarding  possible 
reasons  for  the  improvement  from  within  the  therapy  situation : 

1.  Mv  anger  was  dramatic  enough  and  unexpected  enough  to 
make  an  impact  on  the  patient — as  mv  previous  comments  had  not — 
regarding  the  necessity  of  his  working  on  his  problems — not  on  mine 
or  the  medical  staff's. 

2.  "Sliock  treatment"  theory — my  "punishing"  him  had  tlie  eflPect 
of  reducing  his  guilt  feelings  since  he  could  consider  his  "badness" 
paid  for. 

3.  What  took  place  involved  "psychic  immunization "  or  "in- 
noculation"  which  served  as  a  prophylactic  dose  protecting  the  pa- 
tient against  more  serious  trauma  and  threats  to  his  ego  which  would 
result  if  he  manifested  similar  behavior  outside  the  therapeutic  set- 
ting. 

4.  It  was  pretty  clear  to  me  throughout  treatment  that  the  patient 
realized  that  although  at  times  I  did  not  like  his  behavior  and  his  atti- 
tude, I  did  like  him  as  a  person.  After  15  years  of  social  work  experi- 
ence, I  have  become  increasingly  convinced  that  treatment  can  rarelv 
be  successful  unless  the  therapist  has  a  genuine  appreciation  of  and 
respect  for  a  patient  and  that  this  is  communicated  to  the  patient — 
usuallv  on  a  nonverbal  level.  This  point  ties  in  with  point  3 — the  pa- 
tient was  able  to  take  the  aggressive  hostilitv  from  me  because  he 
really  knew  I  did  like  him  and  wanted  to  help  him.  Also,  he  must  have 
realized,  as  possibly  he  never  did  before,  that  his  attitude  and  be- 
havior "asked  for"  hostility  in  return.  This  kind  of  awareness  and  in- 
sight would  have  to  precede  his  awareness  that  he  himself  was 
responsible  for  some  of  the  difficulties  he  had  gotten  into  in  the  past. 
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Rudolf  Dreikurs  .  .  . 

The  tlicrapist  is  (juite  correct  in  considering  the  fourth  and  eighth 
sessions  as  crucial  moments  in  the  therapeutic  process.  However,  his  inter- 
pretation of  the  obviously  beneficial  results  is  subject  to  cjuestion  and  from 
our  point  of  view,  incorrt^ct.  His  groping  for  clarification  of  th(!  dynamics 
involved  in  his  successful  interaction  with  the  patient  is  due  to  the  fact 
that  he  obviously  does  not  understand  the  patient.  Despite  his  constant 
urging  the  patient  to  "get  down  to  the  business  of  trying  to  understand" 
himself,  he  never  shows  any  progress  in  this  regard,  although  tlie  patient 
provides  sufficient  indications  which  would  permit  an  understanding  in 
an  orientation  different  from  that  of  the  therapist. 

It  is  necessary  to  attempt  our  own  interpretation  of  the  patient  on  the 
basis  of  the  available  information  in  order  to  evaluate  the  significance  of 
the  therapist's  action,  which  brought  about  an  improvement  in  the  patient. 
The  patient  seems  to  be  a  spoiled  child  who  wants  his  own  way  and  gets 
involved  in  a  power  contest  with  all  who  oppose  him.  The  "misunder- 
standing" during  the  fourth  session  is  quite  characteristic  of  such  people 
and  most  openly  found  in  children  who  try  to  overpower  everybody.  They 
may  openly  say  what  the  patient  implies  by  his  action:  "If  you  don't  do 
what  I  want,  you  don't  love  me."  For  them,  being  accepted  and  ha\ing  a 
place  is  identical  with  having  the  right  to  do  as  they  please.  Opposition 
is  identified  with  rejection.  This  is  the  reason  why  the  patient  interpreted 
the  therapist's  firmness  as  an  expression  of  rejection,  of  not  being  wanted. 

Actually,  what  happened  in  this  interview,  and  then  again  in  the  eighth, 
was  a  sudden  shift  in  the  therapist's  attitude.  Trained,  apparently,  in  the 
prevalent  mode  of  permissiveness,  the  therapist  vielded  to  the  patient's 
undue  demands,  to  the  extent  of  shifting  the  sessions  to  the  hospital 
grounds  so  that  the  patient  would  have  no  reason  to  resent  the  inteiTup- 
tions.  Indications  are  that  the  patient  manipulated  the  sessions  success- 
fully until  in  the  fourth  session  he  exhausted  the  therapist's  patience.  For 
the  first  time  the  therapist  put  him  in  his  place.  He  probably  could  have 
done  it  as  well  without  getting  angry.  But  many  therapists  are  not  trained 
in  that  way.  They  act  like  people  who  have  to  please  ever^•body.  They 
cannot  say  no,  unless  they  first  become  really  angr^^  This  happened  to  the 
therapist  in  the  eighth  session. 

It  was  this  beginning  firmness  which  apparenth'  impressed  the  patient 
and  made  him  more  amenable  imd  cooperati\e,  or — as  the  therapist 
plirases  it — "began  to  show  some  positive  movements."  \Miile  he  still 
complained,  he  began  to  see  his  mistaken  interpretations  of  being  rejected 
and  unwanted.  He  still  tried  to  ONerpower  the  therapist  hx  attempting  to 
prolong  the  session;  but  somehow  the  dierapist  caught  on  and  kept  him 
in  his  place.  That  is  what  the  patient  reall)-  had  hoped  for,  to  find  a  match. 
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someone  whom  he  could  not  outsmart  and  put  in  his  service.  (It  can  be 
assumed  that  a  great  deal  of  his  symptomatology  had  the  purpose  of  getting 
service  and  having  his  own  way,  instead  of  accepting  the  demands  of  the 
situation  and  playing  his  part.)  His  request  that  the  therapist  try  to  lo- 
cate his  first  wife  and  get  her  to  pay  for  his  ti'eatment  is  not  as  unrealistic 
as  the  therapist  assumes.  It  is  an  open  demand  for  service.  The  patient 
is  less  interested  in  really  obtaining  the  money  than  in  making  somebody 
serve  him  in  the  indicated  direction,  by  "locating"  and  "trying"  to  get 
money. 

The  final  clash  between  patient  and  therapist  was  on  the  most  im- 
portant issue,  namely,  who  is  superior  to  whom.  The  patient,  not  getting 
anywhere  with  his  demands,  rebelled  openly  against  the  therapist's  as- 
sumption of  a  God-like  superiority.  He  was  right.  From  the  description  of 
the  interviews,  the  therapist  defended  himself  against  the  patient's  criti- 
cism and  demands  by  assuming  a  kind  of  benevolent  superiority.  He  did 
not  understand  why  the  patient  got  angry  and  assumed  that  it  was  because 
the  staff  was  not  able  to  get  him  well.  But  this  was  not  the  issue  at  all.  It 
seems  it  was  the  therapist's  effort  to  play  the  father  role,  a  benign  authority 
figure,  to  whom  the  patient  could  not  feel  superior  as  he  tried  to  do  to 
the  rest  of  the  world.  The  therapist  apparently  did  not  recognize  this 
rebellion  of  the  patient.  And,  therefore,  he  could  not  help  him  to  see  what 
he  was  doing  or  to  correct  his  mistaken  goals.  But  he  did  the  second  best. 

In  becoming  angry,  in  shouting  and  swearing  and  in  using  abusive 
language,  the  therapist  came  down  from  his  high  horse  and  became  a  fel- 
low human  being.  He  accentuated  this  process  of  humanization  by  refer- 
ring to  his  own  faults,  to  his  being  human  too,  and  by  admitting  that 
he  too  had  had  a  bad  day.  This  changed  the  relationship  radically,  and 
the  patient  relented. 

At  this  point  the  therapist  made  his  important  new  approach.  He 
expressed  his  appreciation  and  sincere  interest  in  the  patient.  He  acknowl- 
edged his  brains  and  imagination  and  his  good  intentions  in  trying  to  get 
well.  He  came  down  to  the  level  of  the  patient,  as  a  fellow  human  being, 
neither  giving  in  nor  catering  to  him,  nor  treating  him  condescendingly 
with  the  air  of  a  benign  superiority  which  so  often  characterizes  the  atti- 
tude of  a  therapist  who  is  confronted  with  a  cumbersome  and  provocative 
patient.  From  then  on  he  was  able  to  establish  sincere  cooperation  for  the 
common  task  of  therapeutic  progress. 

The  final  therapeutic  success  needed  probably  a  variety  of  encouraging 
experiences  which  restored  the  patient's  faith  in  himself  and  in  his  own 
abilities.  One  can  assume  that  his  skill  in  gardening  and  in  photography 
and  the  recognition  which  he  received  played  as  important  a  role  as  his 
ability  to  win  back  his  second  wife.  All  these  achievements  presuppose  a 
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change  in  his  attitude,  both  in  regard  to  feeling  defeated  and  in  trying  to 
estabhsh  a  fictitious  moral  or  intell(!ctual  superiority  (;vcr  otfifTS. 

It  is  obvious  from  this  interpretation  why  tlie  therapist's  speculations 
regarding  possible  reasons  for  the  improvement  cannot  be  shared  by  this 
reviewer.  We  cannot  agree;  that  his  shouting  and  pounding  was  liostiK- 
and  retaliatory;  nor  that  it  was  inappropriate  or  traumatic  t(;  the  patient. 
It  was  simply  human,  and  as  such,  eflPective.  And  it  was  nf)t  the  anger 
which  impressed  the  patient,  nor  any  punishment  which  reduced  his  gnilt 
feelings,  nor  any  involved  "psychic  immunization,"  be  that  whatever  the 
therapist  may  figure  out  under  point  3.  We  can  agree  that  the  genuine 
appreciation  and  respect  which  he  could  communicate  to  the  patient,  both 
nonverbally  and  verbally,  was  the  most  important  factc^r.  But  we  also  have 
to  add  the  eventual  firmness  which  the  therapist  assumed  after  the  initial 
over-indulgence.  It  permitted  him  to  treat  the  patient  as  an  ecjual,  with- 
out giving  in  to  his  undue  demands  and  without  looking  down  on  him 
from  a  superior  "understanding"  position. 


Albert  Ellis  .  .  . 

In  this  case,  as  in  many  similar  cases  I  have  seen  or  heard  about,  I 
believe  that  the  therapist's  first,  and  simplest,  hypothesis  probably  best 
explains  the  reasons  for  success.  That  is  to  say,  the  therapist's  dramatic 
anger  got  through  to  the  patient  where  more  nondirective  techniques  had 
been  previously  ine£Fective. 

It  should  be  remembered,  in  this  connection,  that  some  patients  keep 
talking  to  themselves  about  their  symptoms  for  years  before  they  get  to 
see  a  therapist.  In  the  course  of  this  self-discussion,  they  usually  construct 
involved  theories,  often  of  a  paranoid  nature,  of  why  ( 1 )  the\'  origin  all}' 
became  disturbed  and  (2)  they  are  not  getting  better.  Their  endlessly 
repeated  sentences  and  theories  about  their  illness  eventualh'  become 
gospel  to  them,  and  they  become  certain  that  they  know  all  about  them- 
selves and  their  symptoms.  Moreover,  they  use  their  explanations  of  their 
disturbances  as  rationalizations  for  not  getting  better.  They  \er\  t)"pically 
blame  others,  including  the  therapist,  and  insist  that  they  could  easily 
get  better  if  these  others  helped  them.  But,  since  they  are  not  being 
adequately  helped,  they  "normally,"  in  their  own  eyes,  remain  neurotic  or 
psychotic. 

To  make  an  effective  inroad  into  this  t\'pe  of  repeated,  \icioush'  ciixular 
thinking  on  the  pait  of  the  patient,  it  is  sometimes  necessar^"  to  empkn" 
some  kind  of  a  dramatic  shock,  physical  or  verbal;  and  the  therapists 
technique,  in  this  particular  case,  would  appear  to  me  to  be  a  kind  of 
verbal  dramatic  shock. 
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Another  way  of  putting  this  is  to  say  that  patients  hke  the  one  in  this 
case  are  usually  utterly  convinced  that  their  particular  pattern  of  behavior 
is  being  helpful  to  them,  that  it  has  some  distinct  gains  as  against  alterna- 
tive types  of  behavior.  If  they  are  thus  stubbornly,  albeit  erroneously, 
convinced  that  they  are  helping  themselves,  mild-mannered  counterpropa- 
ganda  by  the  therapist  is  likely  to  be  cjuite  inefiFectual  in  changing  their 
attitudes.  But  a  dramatic,  most  definite,  I-refuse-any-longer-to-take-any- 
nonsense  approach  on  the  part  of  the  therapist  may  finally  convince  the 
patient  that  his  own  self-propagandizations  are  illogical  and  worthless, 
and  that  he  had  better  listen  to  the  therapist  or  else.  This  does  not  mean 
that  this  kind  of  a  technique  is  necessary  or  useful  in  all  cases;  but  in 
some  instances,  especially  some  of  those  involving  stubbornly  paranoid 
patients,  I  am  convinced  that  similar  dramatic  approaches  to  the  one  used 
in  this  case  are  almost  tlie  only  ways  of  getting  results. 

Jerome  D.  Frank  .  .  . 

This  incident  illustrates  among  other  things  the  problem  of  cultural 
stereotypes.  In  thinking  of  tyrannical  German  fathers,  we  are  inclined  to 
equate  "tyrannical"  with  "unloving,"  but  it  is  perfectly  possible  for  such 
a  father  to  love  his  children  dearly.  He  expresses  his  interest  and  afiFection, 
however,  in  ways  which  Americans  regard  as  showing  hostility. 

This  German  man,  thrown  on  his  own  emotional  resources  at  the  age 
of  60,  dependent  and  full  of  anxiety,  needed  above  all  to  be  convinced 
that  the  help-giver  would  be  sti-ong  enough  really  to  help  him.  In  his  mind, 
undoubtedly,  stfength  in  a  man  is  equivalent  to  aggressiveness,  as  this  was 
the  model  to  which  he  had  been  exposed  in  his  childhood.  The  therapist's 
initial  politeness  was  probably  perceived  by  the  patient  as  either  weak- 
ness or  a  lack  of  real  interest.  When  the  therapist  finally  told  him  ofiF,  as, 
incidentally,  the  patient  had  requested  that  he  do  earlier  when  he  said, 
"You  know  I  deserve  a  good  kick  in  the  tail,"  this  conveyed  to  the  patient 
that  the  therapist  really  was  a  strong  person  who  could  help  him.  I  believe 
this  is  the  essence  of  what  happened  in  treatment,  and  that  once  the 
patient  had  accepted  the  therapist  in  this  way  they  could  have  discussed 
anything  with  the  same  good  results. 

Behavior  on  the  part  of  the  therapist  such  as  occurred  in  the  eighth 
interview  would  upset  most  American  patients  because  it  is  out  of  keeping 
with  their  perception  of  a  truly  strong,  help-giving  person.  In  our  culture 
strength  implies  consideration  and  self-control;  our  model  for  this  is  per- 
haps best  represented  by  Sir  Galahad.  But  in  the  German  culture  strength 
is  conveyed  by  aggressiveness.  For  a  patient  with  this  stereotype  the  proper 
way  to  convey  one's  ability  to  be  helpful  is  through  being  aggressive  when 
it  is  appropriate. 
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Viktor  E.  Frankl  .  .  . 

A  quarter  of  a  w^ntury  ago,  even  bfsfore  I  Iiad  finislied  my  medical 
education,  I  founded  the  Youtli  Advisory  CJent(;r.s  in  Vienna.  1  was  the 
director  of  one  of  these  centers,  and  one  day  the  following  incident  oc- 
cured: 

Just  as  I  was  about  to  leave  the  building,  in  a  hurry  and  sf)mewhat 
excited,  because  I  was  to  give  a  lecture  on  youth  counseling  that  evening, 
a  young  man  entered  my  office.  It  was  past  my  office  hours,  and  I  was 
offended  by  the  undisciplined  behavior  of  the  y(jung  man — his  rude  and 
inconsiderate  disturbing  of  me.  I  asked  him  impatiently  what  he  wanted 
to  see  me  about,  and  even  before  I  arranged  an  appointment  for  the  next 
consultation  I  could  not  keep  from  making  several  uninhibited  and  hostile 
remarks  concerning  his  incredible  egotism  towards  girls,  which  I  learned 
from  him  in  his  few  remarks. 

At  the  next  appointment,  not  only  was  the  young  man  on  time,  but  lie 
also  surprised  me  by  telling  me  that  he  felt  much  better.  He  was  no  longer 
depressed.  Apparently,  our  short  talk  had  been  enough;  but,  what  had 
happened  to  create  this  result?  At  last  someone  had  chanced  to  give  him 
an  honest  opinion  straight  to  his  face,  and  this  had  been  just  what  he 
needed.  Had  I  not  been  angry  that  first  meeting,  I  probably  would  have 
been  careful  not  to  make  any  value  judgments.  Who  knows  if  under  other 
circumstances  I  would  have  been  able  to  help  him,  or  at  least  help  him 
so  quickly? 

The  case  under  consideration  indirectly  has  deep  roots.  We  must  not 
forget  that  under  all  circumstances  a  patient  is  entitled  to  have  compas- 
sionate treatment.  However,  there  are  situations  which  practically  call 
for  expressions  of  an  emotional  value  judgment  on  the  part  of  the  thera- 
pist or  even  an  explicit  condemnation  of  a  patient's  specific  actions. 

In  Chapter  16,  Franz  Alexander  is  cited  in  a  case  analogous  to  mine; 
in  Chapter  15  mention  is  made  of  verbal  shock-therap)';  and  in  Chapter 
12  it  is  argued  that  sometimes  one  must  transcend  verbal  limits.  In  Chap- 
ter 15,  it  was  stressed,  and  in  my  opinion  justly  so,  that  the  anger  of  tlie 
therapist  made  the  patient  realize  that  the  therapist,  too,  is  after  all  a 
human  being,  and  reacts  accordingly. 

Thus,  the  aggressiveness  of  the  therapist  serves  to  indicate  his  willing- 
ness to  meet  the  patient  on  a  man-to-man  level,  putting  himself  on  the 
same  level  as  the  patient.  A  manifestation  of  such  encountering  on  the 
man-to-man  level  even  if  displayed  necessarily  in  a  negative  manner,  as 
in  the  case  under  consideration,  was  overdue  and  finally  broke  through. 
A  positive  form  of  expression  N\^as  not  possible  in  this  case.  But,  whether 
positive  or  negative,  or  whether  it  was  reward  or  punishment,  it  pro\ed 
to  the  patient  that  he  was  considered  serioush',  as  a  person  accountable  for 
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his  action — in  other  words,  as  a  person  who  should  be  ready  to  take  re- 
sponsibihty. 

x\s  well  as  any  other  person,  a  patient  has  the  right  to  be  punished 
as  well  as  rewarded.  This  is  a  trend  of  thought  that  the  late  German 
philosopher,  Max  Scheler,  has  emphasized.  The  criminal  has  a  human  right 
to  be  punished  for  his  crimes,  and  not  to  be  pardoned  because  understand- 
ing leads  always  to  forgiveness,  or  because  he  is  to  be  not  considered 
responsible  since  he  is  not  in  reality  a  free  agent  but  rather  a  psychologic- 
ally determined  entity — a  psychic  mechanism,  a  "Triebapparat."  Such 
universal  forgiveness  is  in  reality  a  degradation  of  the  patient  or  of  the 
criminal. 

I  may  refer  once  again  to  Chapter  21.  In  my  opinion,  ethics  and  values 
are  to  be  esteemed  more  highly  than  techniques  and  theoretical  points 
of  view.  I  would  go  so  far  as  to  state  that  as  long  as  the  therapist  remains 
consistently  nondirective  and  is  unwilling  under  any  circumstance  to 
change  his  emotional  balance;  when  he  sees  himself  merely  as  a  technician 
in  relation  to  his  patient,  this  proves  only  one  thing  to  me — he  looks  at 
the  patient  as  a  mechanism — and  not  as  a  human  being. 

He  does  not  see  the  "homo  patient"  but  the  "homme  machine."  He 
sees  a  machine-like  being  without  will,  purpose,  intuition,  or  meaning,  and 
not  a  suffering  man. 

Iago  Galdston  .  .  . 

This  is  an  interesting  case,  descriptive  of  a  rather  definitive  and  not  too 
uncommon  type  of  personality,  whose  psychiatric  difficulties  are  not  easy 
to  label. 

Though  such  individuals  are  to  be  found  among  all  nationalities,  thev 
are  seemingly  more  common,  in  my  experience  at  least,  among  those  of 
Austrian  or  German  derivation.  It  may  be  that  the  dislocation  suffered 
by  the  Austro-German  person  appreciably  contributes  to  his  personality 
and  hence  to  his  reality  difficulties. 

Quite  commonly  these  are  "superior  individuals,"  as  likely  to  be  big 
of  frame  and  energetic  as  of  high  intelligence.  Quite  like  the  case  described 
they  are  prone  to  be  hypochondriacal,  to  somatize  their  neuroses,  and  to 
exhibit  a  mercurial — that  is  mobile,  inconstant,  and  shallow — appreciation 
of  their  problems. 

These  personalities  extrapolate  their  difficulties,  projecting  them 
upon  their  immediates,  both  in  personal  life  and  in  business.  They  are 
markedly  manipulative  of  their  environment. 

They  are  at  the  same  time  both  demanding  and  disparaging  of  their 
intimate  associates.  They  are  markedly  narcissistic  and  self-indulgent. 
They  are  prone  to  obesity  and  likely  to  be  profligate  in  their  spending. 
They  are  bright  persons  and  likeable  quite  in  the  way  that  bright  children 
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are  likeable.  They  are  assaultative  emotionally  and  verbally  t(;  tlicir  tli(  ra- 
pists. 

These  patients  are  not  suitable  for  analysis — classical  or  active.  They 
require  guidance,  together  with  a  rather  pressing  uncov(;ring  therapy. 

In  this  incident  the  therapist  though  entirely  correct  was  seemingly 
frightened  by  his  own  aggressivity,  and  yet  he  was  not  truly  aggressive, 
but  rather  dealt  realistically  with  a  situation  that  could  not  be  effectively 
handled  save  "just  in  that  way."  Frieda  Fromm-Reichmann  dealt  with 
this  problem,  the  limits  of  permissiveness,  most  penetratingly. 

It  would  be  well  for  therapists  to  worry  less  about  "the  canons  oi 
psychotherapy"  and  to  be  less  fearful  of  "traumatizing"  the  patient,  if  and 
when  in  their  judgment  such  traumatic  experience  can  effect  substantive 
improvement. 

J.  W.  Klapman  .  .  . 

There  may  be  more  than  meets  the  eyes  in  this  incident.  It  does  appear 
that,  possibly  as  the  result  of  psychoanalytical  training,  the  therapist  here 
is  an  impassive,  almost  inanimate  sounding  board  at  the  beginning.  The 
therapist  asks  how  much  countertransference  was  involved  in  the  earlier 
sessions.  On  this  matter  there  is  little  objective  data  to  go  on,  except  the 
reactions  of  the  patient  and  the  patient's  earlier  history.  The  reactions  of 
the  patient  would  tend  to  indicate  that  he  sensed  little  countertransference 
on  his  therapist's  part.  On  his  own  part  there  are  some  indications  that 
the  patient  was  quite  willing  and  ready  to  accept  the  therapist.  When  the 
explosion  came  it  broke  the  ice  because  being  the  object  of  anger  is  better 
than  being  ignored  altogether  or  being  the  object  of  contempt.  There  is 
reason  to  believe  there  was  more  sub-verbal  communication  here  than 
is  apparent — of  a  negative  character. 

Whence  came  the  disturbing  influence?  There  is  no  certainty  of  it 
but  in  the  history  it  is  reported,  "He  was  psychoanalyzed'  for  seven  months 
in  Austria  by  a  psychiatrist  who  wore  a  Nazi  uniform  in  his  office." 

That  together  with  the  patient's  "psychologizing"  concei\'ably  put  the 
therapist  on  edge.  First,  the  patient's  previous  analysis  could  have  stirred 
up  any  professional  insecurity  the  therapist  might  ha\e  harbored,  suggest- 
ing the  comparison  ( usually  odious )  the  patient  might  make  with  his  pre\'i- 
ous  analyst,  and,  second,  the  fact  that  the  pre\ious  anahst  wore  a  Nazi 
uniform  in  his  office  may  not  at  all  have  tended  to  ingratiate  the  patient  in 
the  therapist's  affections.  This  the  patient  must  ha\'e  sensed  unconsciously. 
Proof  of  this  may  be  seen  in  the  passage  where  the  therapist  asks  the 
patient  to  tell  him  what  he,  the  tlierapist,  has  just  said.  The  patient  replied: 
"You  said  you  are  too  busy  for  me,  and  you  want  me  to  get  the  hell  out  of 
here."  Also  a  statement  about  his  always  having  been  rejected  and  un- 
wanted. 
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Thus  the  therapist's  attitude  and  demeanor  actually  provoked  certain 
reactions  which  might  not  otherwise  have  appeared.  The  patient  was  actu- 
ally trying  to  woo  his  therapist.  The  posturing,  the  psychologizing  on  the 
patient's  part  may  be  seen  as  an  attempt  to  win  the  therapist  over  to  him- 
self. He  is  disappointed  in  this  and  tries  the  tack  of  trying  to  make  his 
therapist  jealous,  as  it  were,  by  showing  him  correspondence  from  the 
Menninger  Clinic  and  inquiring  about  the  therapy  there.  But  jealousy  is  a 
two-edged  tool;  in  this  case,  most  probably,  it  only  stifiFened  the  therapist's 
negative  feelings  about  the  patient. 

However,  as  much  as  we  may  decry  these  negative  incidents  in  therapy, 
it  is  just  a  fact  that  real  therapeutic  movement  occurs  through  them,  just  as 
when  a  dermatologist,  confronted  with  an  indolent  ulcer  which  will  not 
respond  to  medication,  will  apply  a  very  irritating  medicament  to  make  the 
ulcer  flare  up  into  an  acute  inflammatory  state,  which  then  is  amenable 
to  treatment.  This  should  indicate  that  a  natural,  almost  instinctive  reaction 
of  a  therapist  is  often  far  better  designed  to  achieve  the  projected  aim  than 
a  cool,  carefully  understood,  reasoned  out  approach.  For  it  is  very  con- 
ceivable that  an  extremely  well-polished  therapist  who  saw  all  these  possi- 
bilities beforehand  and  avoided  them,  would  not  have  aroused  all  the 
negative  feelings,  with  the  possibility  that  the  treatment  and  the  patient 
would  have  wallowed  in  the  doldrums  for  an  unnecessarily  protracted 
period  of  time. 

As  it  was,  the  mounting  irritation  of  the  therapist  finally  led  to  an  af- 
fective explosion  which  cut  across  fa9ades  and  charades,  the  superficial 
gyrations  of  the  patient,  and  the  polite  but  probably  disdainful  unconscious 
attitude  of  the  therapist.  And  the  patient's  reaction  to  this  incident  is  to 
mobilize  his  guilt  feelings  over  the  posturings  and  gyrations  which  he  had 
previously  exhibited  and  which  he  now  sees  were  useless  and  unjustified;  he 
had  done  an  injury  to  tlie  therapist  by  maligning  him  in  his  (patient's) 
mind. 

Now  because,  as  we  must  assume,  some  healthy  part  of  the  patient's  ego 
( and  unconscious,  as  well )  genuinely  desires  help,  conditions  are  created 
for  a  real  meeting  of  minds  and  feelings,  and  the  healing  ministrations  can 
proceed  to  improvement  or  recovery. 

Carl  Rogers  .  .  . 

I  find  myself  wishing  to  comment  on  this  particular  incident  because 
while  it  is  quite  different  from  the  way  in  which  I  would  be  likely  to  handle 
the  situation,  it  illustrates  one  of  the  principles  of  therapy  which  I  regard 
as  highly  important  and  often  overlooked. 

The  therapist  is  understandably  puzzled  because  an  outburst  of  anger 
on  his  part  seems  for  some  reason  to  have  had  a  better  therapeutic  impact 
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than  the  several  previous  interviews.  \n  liis  own  puzzh'ng  about  it,  th<- 
therapist  engages  in  considerable  speculation  as  to  conntertransference, 
psychological  "shock-treatment,"  and  the  like.  .Vly  own  understanding  of 
the  incident  would  run  along  somewhat  difterent  lines. 

As  I  have  gained  additional  years  of  experience  in  the  conduct  of 
psychotherapy,  I  have  ac(|iiired  an  increasing  conviction  that  there  is  no 
substitute  for  the  g(>niuneness  and  reality  of  the  relationship.  If  the  thera- 
pist is  to  some  degree  putting  on  a  "front,"  playing  a  role,  he  is  not  likely  to 
be  of  maximum  aid  to  his  client.  In  the  early  interviews  with  Mr.  Kurtz,  it 
seems  to  me  that  the  therapist  was  getting  increasingly  annoyed  with  .\Ir. 
Kurtz's  attempts  to  manipulate  the  situation,  with  his  "superiority,"  and 
with  Mr.  Kiu'tz's  constant  criticism  of  the  therapist,  the  hospital,  and  others. 
This  annoyance  on  the  part  of  the  therapist  shows  up  in  the  fourth  session 
where  he  asks  Mr.  Kurtz  to  repeat  what  he,  the  therapist,  has  said.  It  also 
shows  up  in  his  statement  of  resistance  to  Mr.  Kurtz  as  he  "held  him  to  the 
time  limit"  even  though  Mr.  Kurtz  wished  to  prolong  the  hour.  This  phrase 
sounds  more  like  an  annoyed  struggle  than  like  a  simple  holding  to  personal 
limits.  During  the  eighth  session,  the  one  in  which  the  incident  occurred, 
the  therapist  reports  that  in  response  to  Mr.  Kurtz's  first  expression  of  abuse 
and  criticism,  he  handled  it  rather  understandingly,  saying,  "You're  mad  at 
me  and  the  rest  of  the  staff  here  because  we  haven't  been  able  to  get  you 
well."  Probably  underneath  this,  however,  was  a  rising  tide  of  impatience 
and  resentment. 

Let  us  consider  the  situation  as  it  exists  up  to  this  point.  Mr.  Kurtz  has 
many  serious  problems  within  himself,  yet  he  is  maintaining  a  defensixe 
fagade  which  insists  that  the  hospital,  the  therapist,  the  medical  staff,  and 
many  others  are  the  ones  responsible  for  his  problems.  In  other  \\ords,  he  is 
not  an  integrated  person  in  this  relationship  but  is  unable  to  express  his  true 
attitudes  and  deeper  feelings.  At  the  same  time,  the  therapist  is  being  out- 
wardly understanding  and  therapeutic  but  his  inner  feelings  do  not  match 
this  fa9ade.  He  is  building  up  an  increasing  degree  of  resentment  and 
annoyance.  Fagade  is  being  met  with  fa9ade,  role  with  role,  "front"  with 
"front."  In  this  kind  of  situation,  it  is  not  likely  that  much  therapy  can 
occur.  Movement  in  therapy  seems  most  likelv  to  take  place  when  at  least 
one  of  the  people  is  thoroughly  integrated  in  the  relationship;  that  is,  he  is 
aware  of  his  inner  and  deeper  feelings  and  is  able  to  express  them  when 
appropriate. 

At  this  point  the  therapist's  real  feelings  break  through  and  he  does  a 
thorough  job  of  expressing  his  anger  toward  Mr.  Kurtz.  Although  he  says 
that  he  somewhat  "deliberately"  became  aggressi\  e,  there  is  nothing  in  the 
account  of  this  incident  to  make  it  sound  as  though  he  was  playing  a  role. 
One  feels  that  this  is  the  therapist  expressing  his  real  feelings.  This  is 
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particularly  true  when  he  even  asks  for  sympathy  by  saying,  "I'm  a  human 
being  too,  and  today  has  been  a  bad  day." 

I  believe  that  his  willingness  to  bring  his  whole  self  into  the  situation, 
both  his  anger  and  his  caring  for  the  client,  has  a  positive  effect  on  the 
relationship.  Mr.  Kurtz  now  feels  that  he  is  in  relationship  with  a  real 
person,  and  it  tends,  as  it  always  does  in  such  a  case,  to  bring  out  the  real 
person  of  Mr.  Kurtz.  It  is  not  surprising  to  me  that  therapy  proceeds  on  a 
much  better  basis  from  this  point  onward. 

The  kind  of  impasse  in  which  this  therapist  found  himself  can  be  ex- 
pressed in  somewhat  over-simplified  fashion  as  follows:  Most  clients  feel 
that  it  is  quite  impossible  to  bring  all  of  themselves  into  the  relationship 
because  they  feel  certain  that  the  therapist  cannot  accept  all  of  themselves. 
The  client  is  sure  that  his  bad  and  horrible  and  bizarre  aspects  cannot  be 
understood  or  accepted  by  the  therapist.  When  the  therapist,  on  his  side  of 
the  desk,  feels  that  he  cannot  bring  all  of  himself  into  the  picture  because 
the  client  cannot  accept  his  annoyance  or  anger  but  only  his  understanding 
and  sympathy  and  the  like,  then  we  have  a  real  impasse  in  which  neither 
person  feels  that  he  can  be  a  full  person  in  the  relationship.  We  cannot 
expect  the  client  to  break  this  impasse.  It  is  necessary  that  the  therapist  do 
so,  and  I  feel  that  this  is  what  is  occurring  here. 

I  would  not  wish  to  be  understood  as  saying  that  anger  and  annoyance 
are  always  therapeutic.  It  is,  in  fact,  interesting  to  speculate  on  what  might 
have  occurred  had  the  therapist,  in  this  case,  not  felt  so  threatened  or  so 
annoyed.  I  believe  that  therapy  would  have  gone  ahead  equally  well  had 
the  therapist  felt  completely  accepting  of  Mr.  Kurtz's  projections.  Suppose 
that  he  had  experienced  Mr.  Kurtz's  diatribe  quite  comfortably  and  had 
responded  along  lines  such  as  these.  "It  seems  to  you  that  it  is  the  hospital 
and  the  medical  staff  and  myself  who  are  really  responsible  for  your  diffi- 
culty." Or,  "I  guess  it  seems  to  you  that  I  just  revel  in  being  a  perfect, 
superior  being  who  looks  down  upon  you."  Or,  "I  guess  you  expect  that 
I'm  going  to  just  give  you  a  lot  of  bunk  and  tell  you  that  what  exists  here  is 
a  father-child  relationship."  Had  the  therapist  been  genuine  and  comfort- 
able and  real  in  feeling  a  complete  acceptance  of  these  hostile  and  critical 
attitudes  on  the  part  of  Mr.  Kurtz,  therapy  would  have  moved  forward, 
perhaps  would  have  moved  forward  even  more  rapidly  than  in  the  case  as 
reported.  If,  however,  we  do  not  possess  these  attitudes  which  most  opti- 
mally facilitate  therapy,  then  it  is  highly  important  that  we  be  and  express 
the  attitudes  which  genuinely  do  exist  in  us  in  order  for  the  relationship  to 
have  a  solid  reality  in  which  the  client  can  come  to  live. 

This  also  seems  to  be  a  good  case  in  which  to  comment  on  an  entirely 
different  issue,  the  historical  and  diagnostic  materials.  Here  is  a  man  who 
certainly  has  had  an  unusual  background  history,  who  shows  a  number  of 
interesting  characteristics  on  the  diagnostic  tests  which  were  administered. 
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Yet  what  earthly  significance  do  these  facts  have  in  relation  to  his  therapy? 
I  would  submit  that  it  is  only  because  of  tradition  that  we  go  through  the 
mumbo-jumbo  of  psychokjgical  diagnosis  in  a  situation  of  this  s(;rt.  W'c 
have  the  feeling  that  because  diagnosis  plays  a  stjuud  and  important  part  in 
dealing  with  physical  illness  it  must  necessarily  play  exactly  the  same  func- 
tion in  dealing  with  the  Uiarned  behaviors  which  constitute  psychological 
maladjustment.  I  have  in  the  past  challenged  this  and  I  would  certainly 
challenge  it  in  this  case  and  in  many  others.  The  fact  tliat  Mr.  Kurt/  has  an 
I.Q.  of  130  and  that  he  is  an  orally  dependent  hypochrondriacal  indi\  idual 
has  no  relevance  to  the  incident  which  is  so  important  to  liis  therapy. 
Therapy  is  a  relationship  which  exists  at  the  moment  if  it  is  to  be  oi  any 
significance.  A  relationship  is  not  built  up  of  bits  and  pieces  of  past  inh^rma- 
tion;  it  is  built  up  out  of  the  kind  of  interaction  which  takes  place  in  this 
incident,  the  client  complaining  and  hating  and  criticizing  and  scorning 
and  being  in  close  interaction  with  a  person  who,  in  this  case,  meets  his 
attitudes  first  with  some  degree  of  understanding  and  then  with  an  annoy- 
ance and  anger  which  is  as  real  as  Mr.  Kurtz's  own.  I  would  hypothesize 
that  to  the  degree  that  the  therapist  is  thinking  about  the  diagnostic  in- 
formation during  the  therapeutic  relationship,  then  to  that  degree  the 
therapy  is  poor.  I  would  also  suggest  that  if  the  10  or  15  or  30  hours  of 
professional  time  which  goes  into  making  a  psychological  diagnosis — gi\- 
ing  and  scoring  the  tests,  holding  the  case  conference,  and  the  like — if  those 
hours  were  invested  in  a  therapeutic  relationship  with  the  individual,  many 
a  patient  would  be  walking  out  of  the  hospital  at  about  the  time  that,  under 
present  circumstances,  his  diagnosis  is  completed. 

It  seems  to  me  that  because  so  much  of  our  professional  history  in  clini- 
cal psychology  is  tied  up  with  the  development  of  tests  ( which  have  man\' 
legitimate  uses  in  research )  we  are  fearful  of  facing  the  fact  that  thev  do 
not  play  a  useful  part  in  therapy  itself.  I  would  maintain,  in  fact,  that  their 
only  useful  purpose  in  psychotherapy  is  that  some  therapists  cannot  be 
comfortable  without  having  some  of  this  official,  evaluati\'e  knowledge.  In 
such  a  case,  I  would  by  all  means  advise  the  therapist  to  undertake  diag- 
nostic studies,  because  I  am  completely  in  favor  of  comfortable  therapists 
as  opposed  to  uncomfortable.  But  when  we  try  to  rationalize  this  situation 
into  claiming  that  diagnosis  in  psychological  situations  is  a  necessary'  pre- 
requisite to  therapy,  then  we  are  simply  following  the  lead  of  a  few  ti'adi- 
tionally-minded  psychologists  and  psychiatrists  who  are  fearful  of  taking  a 
square  look  at  the  facts. 

We  may,  at  some  time,  from  stud\ing  therapij,  begin  to  learn  some  cues 
which  are  relevant  to  therapy — the  indicators  of  good  or  poor  prognosis  in 
therapy,  or  even  the  quality  of  relationship  which  will  be  most  helpful.  If 
this  day  arrives,  it  will  make  sense  to  "diagnose"  these  elements  in  the  indi- 
vidual before  undertaking  psychotherapy.  But  our  thinking  and  om-  eflEorts 
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along  these  lines  will  not,  in  my  judgment,  be  helped  by  continuing  our 
present  ritualistic  "diagnosis"  of  each  individual. 

Frederick  C.  Thorne  .  .  . 

This  case  illustrates  some  very  vexatious  problems  in  psychotherapy 
with  patients  who  use  treatment  and  even  psychiatric  hospitalization  to 
serve  deep  personality  needs.  Many  of  these  cases  became  preoccupied 
with  psychoneurotic  maladjustments  early  in  life  and  have  run  the  gamut 
from  psychoanalysis  to  shock  therapies,  consulting  all  sorts  of  specialists 
but  never  finding  any  help.  Some  of  these  people  possess  excellent  person- 
ality resources  and  give  the  impression  that  they  might  have  achieved  out- 
standing success  in  life  if  they  had  not  become  hypochondriacally  con- 
cerned with  themselves.  The  clinical  problem  becomes  very  complex  when 
the  client  has  mental  ability  equal  to  or  greater  than  his  therapist,  and  also 
may  have  picked  up  a  superior  psychiatric  knowledge  through  years  of 
therapy  or  hospitalization.  In  such  cases,  one  sometimes  wonders  who  is 
doing  the  manipulating  as  the  client  knows  just  what  to  say  to  make  the 
therapist  happy  or  defensive,  how  to  banter  interminably  in  psychiatric 
jargon,  and  otherwise  get  the  therapist  to  do  just  what  the  client  wishes. 
One  of  our  cases  with  years  of  psychiatric  experience  said  of  a  former  thera- 
pist: "I  used  to  imagine  I  was  sitting  behind  Dr.  X,  pulling  the  strings  and 
saying  just  what  I  knew  he  wanted  me  to  say."  Every  psychiatric  hospital 
has  a  coterie  of  such  patients  who  enjoy  sitting  club-like  on  the  lawns,  dis- 
cussing their  diagnoses,  the  shortcoming  of  the  staff,  and  the  daily  gossip  of 
ward  administration.  Such  patients  may  know  the  inner  sides  of  mental 
illness  better  than  the  psychiatrist  does. 

When  faced  with  such  a  client  who  has  made  no  progress  in  spite  of 
years  of  all  types  of  treatment,  one  is  often  tempted  to  use  drastic  "shock" 
methods.  We  have  dealt  with  numerous  cases  like  Hans  Kurtz  who  would 
exhaust  the  patience  of  a  saint.  Frequently  they  are  very  possessive,  going 
out  of  their  way  to  be  friendl)'  to  their  new  therapist.  At  first,  all  is  like  a 
honeymoon  as  the  therapist  begins  the  relationship  with  enthusiasm  and 
patience,  hoping  to  succeed  where  so  many  other  famous  clinicians  have 
failed.  The  client  may  be  quite  adept  in  making  us  feel  that  our  approach  is 
more  promising,  and  otherwise  making  a  variety  of  appeals  that  we  take  a 
real  interest  in  him.  Nondirective  or  passive  handling  of  cases  of  this  type 
may  end  up  with  the  client  completely  in  charge  of  the  situation  and  manip- 
ulating it  for  all  it  is  worth  by  taking  up  hours  of  time,  requesting  more 
fre(|uent  interviews  and  all  kinds  of  special  services,  and  pouting  if  they  are 
not  given.  Such  patients  are  very  adept  in  needling  the  therapist  by  making 
invidious  comparisons  with  former  doctors,  criticizing  therapeutic  methods, 
pointing  out  that  he  is  no  better  or  even  worse  under  the  new  treatment,  or 
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oven  openly  staling  tliut  he  doesn't  like  you  personally.  Sncli  hehavi(;r 
gtmerates  eonsiderable  conflict  in  the  therapist  and  is  particularly  difficult 
to  take  when  the  client  has  no  money  or  repeatedly  creates  unplea.sant 
scenes  in  the  office. 

The  tendency  with  such  clients  is  to  becom(;  more  directive  as  nothing 
passive  works,  and  usually  to  end  up  with  some  sort  of  "shock"  methods  to 
try  to  "snap"  the  patient  out  of  it.  We  have  done  the  same  thing  as  did  the 
therapist  with  llans  Kurtz,  and  sometimes  it  works.  Hut  most  often  it 
doesn't,  and  we  lose  tlu^  patient  to  some  new  therajiist  wlio  repeats  the 
cycle.  We  have  rationalized  such  active  intervention  as  involving  a 
therapeutic  use  of  conflict  in  which  we  deliberately  try  to  initiate  sufficient 
shock  in  the  client  to  force  him  to  reorganize  or  reorient  himself  tf)  his  prob- 
lems. Essentially,  we  are  seeking  to  transform  a  basically  "ego-positive 
personality"  (who  is  satisfied  with  his  style  of  life  even  if  it  is  maladaptive) 
into  an  "ego-negative  personality"  who  becomes  so  conflictually  dissatisfied 
with  himself  that  he  not  only  wishes  to  change  but  is  so  powerfully 
motivated  as  to  actually  do  so. 

We  have  recently  treated  a  19-year-old  catatonic  schizophrenic  girl  who 
for  several  months  began  each  interview  by  stating  how  badlv  she  felt  this 
week;  that  she  had  been  much  better  two  weeks  ago,  and  that  she  wished 
she  could  make  us  aware  how  exquisite  her  inner  anguish  was.  On  contact- 
ing former  therapists,  we  found  that  she  had  related  to  all  of  them  in  the 
same  way,  apparently  using  piteous  complaints  to  gain  sympathy,  to  secure 
attention  and  compassion,  and  to  gain  a  hold  possessivelv  on  the  therapist, 
of  whom  she  was  demanding  in  time  and  patience.  After  several  months  of 
this  type  of  relationship  in  which  no  type  of  passive  handling  seemed  to 
improve  the  situation,  we  finally  made  a  blunt  interpretation  to  the  girl 
that  she  was  using  this  mechanism  to  serve  her  power  needs,  and  that  we 
would  no  longer  continue  such  a  relationship  with  her.  We  insisted  that  she 
must  relate  more  positively,  stop  reciting  her  old  complaints,  stop  being 
passively  resistive  in  therapy,  and  actually  try  to  do  health\-  things.  She 
protested  to  this  directive  initially,  saying  that  I  was  a  "bad"  doctor,  and 
often  deliberately  interjecting  psychotic  symptoms  to  see  what  I  A\"ould 
do.  This  plan  was  not  immediately  successful  because  the  girl  ^^'as  too  sick 
to  be  able  to  control  most  of  her  feelings  and  thoughts,  but  gradually  she 
became  more  positive. 

Carl  Whitaker  .  .  . 

In  answer  to  the  therapist's  question,  there  is  a  great  deal  of  counter- 
transference  involved  here  and  I  am  thankful  for  it.  Countertransference 
is  only  a  problem  if  it  is  concealed  to  help  maintain  the  patient's  delusion 
that  the  therapist  is  God.  Thus  the  therapist  can  enjov  the  aroma  of  tlie 
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delusion  while  protecting  his  own  homeostasis  by  not  actually  believing  it. 
The  therapist's  honest  expression  of  his  irritation,  like  an  honest  statement 
of  reasons  for  doing  therapy,  did  help  the  patient  get  courage  to  lose  face 
and  "get  honest."  In  his  anger  the  therapist  answered,  one  or  two  interviews 
later,  the  patient's  implicit  question,  "If  you  aren't  going  to  kick  my  tail 
will  you  be  the  one  to  lick  my  boots?"  The  therapist  said,  "I  am  me,  profes- 
sional and  yet  personal,  in  and  of  myself."  This  evidence  of  his  integrity  is 
the  foundation  on  which  the  patient  could  base  a  conviction  that  he  himself 
could  develop  some  integrity.  The  patient's  improvement  followed  the 
therapist's  pushing  his  own  countertransference  to  the  point  of  counter- 
identification.  In  this  sense  the  therapist  dared  to  become  the  patient  for  the 
nonce,  proving  that  patient  status  itself  is  not  a  death  sentence.  One  could 
recover  from  it  and  one  gained  from  it.  The  therapist  himself  said  this. 

The  patient's  improvement  was  based  upon  the  therapist's  mature  con- 
viction of  the  patient's  worth  as  a  person.  In  other  words,  the  therapist  was 
able  to  identify  with  the  patient,  and  the  patient  then  also  was  able  to 
identify.  The  patient's  improvement  was  also  based  on  the  fact  that  the 
therapist  was  not  tyrannical  like  his  father,  nor  was  he  seductive  like  his 
mother;  that  is,  he  was  worth  loving  without  being  "used."  Thereby,  de- 
pendence is  safe;  regression  is  available  and  once  it  is  available  the  patient 
takes  advantage  of  it  since  regression  is  a  basic  need.  The  therapist's  dis- 
cussion with  the  patient  was  unnecessary;  he  had  already  found  the  breast 
and  he  was  feeding  and  growing  on  it.  I  do  not  agree  that  the  therapist's 
anger  was  dramatic,  it  was  just  "honest  confession."  It  was  neither  shock 
treatment  nor  punishing,  just  loving  concern.  The  therapist  suggests  that 
he,  the  therapist,  was  able  to  endure  the  aggressive  hostility.  This  is  at  best 
an  inept  statement.  This  aggression  opened  the  relationship  for  available 
usefulness.  The  therapist  functioned  maturely,  not  immaturely.  Any  mother 
who  loves  her  child  will  be  angry  if  the  child  endangers  himself  as  this 
patient  did.  Social  taboos  about  anger  in  public  are  not  pertinent  when  the 
child  needs  to  be  taught  the  fear  of  an  oncoming  automobile. 

Such  significant  incidents  as  this  should  not  be  distorted  by  any  smoke 
screen  discussion  of  awareness  or  insight.  Love  is  no  respecter  of  time, 
place,  social  systems,  or  even  psychiatric  terms. 

Werner  Wolff  .  .  . 

This  incident  presents  the  problem  of  the  use  of  countertransference 
in  psychotherapy.  Critical  incidents  in  psychotherapy  seem  frequently  to 
lie  at  a  point  where  unconscious  processes  of  therapist  and  patient  con- 
verge. When  an  unconscious  communication  has  been  established,  the 
patient's  defense  mechanisms  give  way  and  he  is  able  to  internalize  goals 
developed  during  therapy. 
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In  the  discussion  a})()iit  possil^ilc  curative;  factors  i\\c  llicrapist's  first  idea 
is  the  probk^m  of  c()iintcrtransf(!r(!nc(!.  We  may  acccj)!  tins  lead  of  fin- 
therapist's  C'onscioiis-iincoiiscioiis  motivation,  and  he  hirnsclt  a(hriifs  liis 
emotional  involvcmcint.  Conntcrtransfcrcnce  seems  to  have  developed  from 
the  beginning.  After  describing  the  patient  very  positively,  the  therapist 
states:  "We  related  well  to  each  other  from  the  Ix-ginning. "  Owing  to  thf 
countertransference  th(!  patient  was  not  only  considered  as  a  patient  but  he 
mobilized  non-neutral  attitudes  in  the  therapist,  such  as  the  therapist's 
need  for  assertion  and  dominance,  as  told  witfi  reference  to  the  ffjurth 
session. 

The  emotionally  dominant  attitude  of  the  therapist  seems  t(j  have 
facilitated  the  transference  projection  of  the  "tyrannical  father."  But,  on 
the  other  hand,  the  displayed  emotional  interest  produced  in  the  patient 
the  feeling  that  the  father-figure,  despite  his  tyranny,  accepted  him.  The 
masochist  tendencies,  "Why  don't  you  just  hit  me  .  .  .  you  know  I  deserve 
a  good  kick  .  .  .  ,"  which  the  patient  satisfies  by  his  provocation  and  hostil- 
ities (probably  originating  in  his  submissive  attitude  toward  his  father  and 
his  identification  with  his  mother )  are  in  the  critical  incident  lived  out  on 
an  unconscious  level  of  transference-countertransference.  As  G.  B.  Shaw 
remarked:  "Never  hit  a  child  except  in  anger,"  the  patient  felt  that  the 
therapist  was  "engage,"  and  thus  accepted  him  as  a  person.  In  that  moment 
he  did  not  feel  rejected  but  wanted. 

This  critical  incident  indicates  that  countertransference  may  draw  the 
patient  into  a  dramatization  of  his  projections,  which  are  acted  out,  relived, 
and  observed.  At  that  moment  the  patient  accepted  his  "existence"'  as  no 
longer  being  a  mere  function  of  father,  mother,  and  their  substitutes.  His 
mishappenings  were  "nobody's  fault"  against  which  he  had  to  protest.  \\'hat 
formerly  had  been  projected  was  now  internalized,  and  with  this  general 
internalization  the  father,  the  therapist,  and  the  people  around  him  ceased 
to  be  functions  of  his  threatened  ego  but  were  perceived  as  independent 
figures  of  reality. 

The  other  problem,  namely,  of  dealing  with  a  patient's  defense  mecha- 
nisms, indicates  that  defenses  should  not  be  treated  merely  as  a  general 
phenomenon  of  resistance,  but  that  they  should  be  treated  with  reference 
to  their  structure.  In  the  present  case  we  deal  with  an  intellectual  form  of 
resistance  of  a  patient  who  actually  uses  the  tools  of  the  therapist.  To 
counter  this  resistance,  intellectual  responses  would  indeed  ha\e  been  less 
successful  than  nonintellectual  spontaneous  reactions  as  the\'  appeared  in 
the  blow-up  of  the  therapist,  who  unconscioush'  acted  as  the  patient  de- 
manded. 

1  Werner  Wolff,  Values  and  Personality:  an  Existential  Psychology  of  Crisis  (New 
York :  Grune  &  Stratton,  1950 ) . 
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History 

By  the  time  the  patient  reached  the  age  of  18  she  had  begun  what 
appeared  to  be  a  promising  career  as  an  actress.  At  this  time  she  felt 
that  she  "knew  where  she  was  going"  and  all  of  her  behavior  was  di- 
rected toward  achieving  the  goals  she  had  set  for  herself  in  her  career. 
Her  relations  with  others  were  calculated  primarily  to  facilitate  the 
attainment  of  these  goals.  At  20  she  was  unhappily  married  to  a  man 
who  could  help  her  professionally  by  his  connections  in  the  motion 
picture  industry  but  who  was  detested  by  her  family. 

For  a  period  she  vigorously  resisted  any  attempt  by  her  family, 
which  was  ruled  by  a  sentimental  iron-handed  patriarch,  to  destroy 
the  relationship.  However,  when  she  was  22,  they  succeeded  in  forc- 
ing her  to  obtain  a  divorce.  As  a  result  of  this  the  patient  developed 
severe  depressive  symptoms  for  which  she  was  hospitalized  and 
treated  with  approximately  20  electro-shock  treatments. 

Throughout  the  patient's  life  she  sought  to  win  the  approval  of  her 
parents  and  to  ameliorate  the  intense  feelings  of  guilt  which  she  felt 
toward  them.  Her  success  in  training  as  an  actress  seemed  to  be  an 
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appropriate  vehicle  for  the  gratification  of  this  need.  However,  the 
conflict  generated  by  her  marriage  and  lier  family's  reaction  to  it  was 
interpreted  as  a  dictate  from  her  parents  to  abandon  this  avenue  of 
gratification  and  led  to  her  feelings  of  impotence  and  rage,  and  be- 
haviorally  to  an  inability  to  pursue  the  career  for  which  she  had  pre- 
pared. 

Upon  her  release  from  the  hospital  she  abandoned  all  thought  of 
pursuing  her  career.  But  her  obsessive  curiositv  about  sliock  treat- 
ment, which  she  associated  with  sexual  intercourse,  led  her  to  seek 
and  complete  training  as  a  practical  nurse,  whereupon  she  secured  a 
position  at  a  small  psvchiatric  sanitarium  in  the  community.  Her  ex- 
perience in  the  shock  room  at  the  sanitarium  was  so  disturbing  that 
she  was  forced  to  resign. 

As  a  defense  against  the  threat  of  reactivating  the  depression  the 
patient  went  through  a  hypomanic  phase  during  which  time  she 
sought  assistance  from  a  vocational  guidance  center  in  the  commu- 
nity. At  the  center,  it  was  suggested  to  her  that  she  seek  "emotional 
counseling."  Following  this  advice  she  entered  into  treatment. 

In  the  initial  hours  she  acted  out  her  anxietv  about  treatment  and 
its  implications  by  coming  late  to  her  appointments  and  bv  being 
highly  critical  of  the  therapist.  Her  aggression  in  the  office  served 
merely  as  an  appetizer.  The  full  course  of  hostility  she  served  at  home 
to  her  father  by  monopolizing  the  bathroom,  keeping  her  room  clut- 
tered in  a  compulsively  neat  household,  falling  through  the  roof  of 
his  convertible  coupe,  and  drinking  up  his  favorite  brandy.  Her  re- 
action to  each  of  these  and  other  episodes  was  intense  fear  of  her  fa- 
ther. 

During  this  period  the  therapist  found  himself  in  the  unwilling 
role  of  referee.  The  father  frequently  called  him  and  raged  at  his 
daughter's  antics,  although  he  feared  he  might  in  his  anger  do  or  say 
something  that  would  interfere  with  therapv.  The  therapist  discussed 
his  reactions  without  at  the  same  time  becominij  identified  with  him. 

By  this  time  the  therapist  was  becoming  wear\-  of  the  intense  trial 
to  which  he  was  being  put  and  suggested  to  the  patient  that  little 
could  be  accomplished  therapeuticalh  if  some  semblance  of  structure 
could  not  be  maintained  in  the  relationship.  The  therapist  felt  that 
the  patient  was  capable  of  meeting  her  responsibilities  in  treatment  to 
the  extent  of  keeping  her  appointments  on  time.  Shorth"  after  this 
limit  had  been  set  the  incident  occurred. 
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Incident 

While  the  preceding  events  were  taking  place  the  patient  was  en- 
gaged in  a  relationship  with  a  young  man  which  had  its  gratification 
in  the  intense  amount  of  hostility  that  was  being  discharged  between 
them.  In  the  hours  which  were  not  devoted  to  criticizing  the  therapist 
she  spoke  of  this  relationship  in  an  equally  hostile  manner,  express- 
ing her  attraction  for  the  young  man  and  at  the  same  time  engaging 
in  almost  overt  fantasies  of  castrating  him  during  intercourse. 

One  Saturday  evening  he  took  her  to  a  friend's  home  and  spent  the 
night  with  her.  The  following  morning  she  called  the  therapist,  and 
tearfully  explained  her  predicament.  This  was  the  first  time  she  had 
spent  the  night  away  from  home  while  living  with  her  parents.  Afraid 
of  her  father's  reactions  she  asked  the  therapist  what  she  should  do. 
Although  she  was  reassured  by  the  therapist's  uncritical  acceptance 
of  her  behavior,  their  conversation  did  not  help  her  to  decide  upon  a 
course  of  action,  except  that  she  would  inform  her  parents  of  her  well- 
being. 

The  patient  in  a  panic  again  called  the  therapist  at  6 :  30  that  eve- 
ning. She  had  been  abandoned  in  a  house  overlooking  a  cliff  without 
funds  or  means  of  transportation.  She  was  disorganized  and  at  times 
incoherent,  and  finally  asked  the  therapist  to  come  and  get  her. 

Her  request  presented  a  dilemma.  Since  one  of  the  major  foci  of 
treatment  at  that  point  was  to  establish  some  limits  in  therapy,  com- 
plying with  her  request  would  contradict  this.  It  also  seemed  that 
picking  her  up  might  well  alter  the  relationship  to  such  a  degree  that 
its  therapeutic  efi^ectiveness  would  be  destroyed. 

On  the  other  hand,  leaving  her  in  that  situation  could  possibly 
create  so  much  anxiety  that  further  hospitalization  might  be  neces- 
sary. It  was  further  recognized  that  this  was  a  reality  situation  with 
which  the  patient  in  her  condition  could  not  cope  and  that  little  could 
be  gained  by  insisting  that  she  contend  with  the  problem  alone. 
These  considerations  led  the  therapist  to  decide  to  pick  her  up  and 
take  her  to  her  home.  In  the  light  of  subsequent  events  this  decision 
is  open  to  question. 

When  the  therapist  picked  her  up  he  could  empathize  with  some 
of  her  feelings  at  iDeing  isolated  in  this  desolate  house,  the  only  access 
to  which  was  a  not  too  sturdy  wooden  bridge.  When  he  arrived  much 
of  her  composure  had  been  regained  and  she  greeted  him  in  a  defi- 
antly flippant  manner.  As  they  drove  to  her  home  she  described  in 
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greater  detail  the  events  of  the  preeeding  two  days.  I'lie  therapist 
suggested  tliat  she  was  trying  to  exasperate  him  in  the  same  way  she 
had  exasperated  her  fatlier,  and  in  doing  this  eoiild  deny  tlieir  thera- 
peutic efforts;  further,  ]ie  pointed  out  that  if  slie  wished  to  dissolve 
their  relationship,  she  did  not  have  to  go  to  such  dramatic  lengths.  By 
the  time  they  arrived  at  her  home  her  flippant  manner  had  dissolved 
into  what  seemed  to  be  a  serious  self-evaluative  examination  of  the 
incident  and  her  use  of  the  therapist  in  it. 

Upon  their  arrival  her  parents  were  waiting  contritely  in  the  living 
room  apparently  anticipating  instructions  or  criticism.  In  the  patient's 
presence  the  therapist  told  her  parents  that  the  situation  had  been 
discussed  with  her  and  that  he  would  talk  with  her  further  about  it  at 
their  next  appointment.  It  was  his  hope  to  indicate  to  the  patient  as  he 
had  done  previously  that  her  problems  would  be  discussed  only  with 
her. 

In  the  following  interview  the  patient  resumed  her  disorganized 
and  almost  hysterical  denial  of  guilt  feelings  about  the  incident.  These 
feelings  were  interpreted  to  her.  It  was  further  indicated  to  her  tliat 
it  was  not  the  therapist's  role  to  be  critical  or  evaluative  concerning 
her  behavior  and  that  he  recognized  her  discomfort  at  this  time. 

Following  the  above  hour  the  patient  abandoned  her  hypomanic 
defenses.  Since  that  time  she  has  kept  all  of  her  appointments  at  the 
scheduled  time,  moved  from  her  parents'  home,  and  worked  for  a 
brief  period  of  time  as  a  practical  nurse.  She  has  developed  some  in- 
sight into  her  hostile  feelings  toward  her  parents  and  has  been  able 
to  maintain  a  relationship  with  another  young  man  for  almost  a  \  ear. 
In  addition,  she  seems  to  be  able  to  experience  much  of  her  anxiet\- 
without  feeling  called  upon  to  act  it  out. 

Discussion 

While  on  the  surface  there  are  some  gains  which  appear  to  be  re- 
lated to  the  therapist's  behavior  in  this  incident,  he  cannot  help  but 
wonder  if  the  effects  have  all  been  on  the  positive  side.  In  addition, 
there  has  been  an  intensification  of  the  patient's  dependence  upon  her 
parents,  her  boyfriend,  and  the  therapist. 

With  this  increased  dependence  the  patient  abandoned  the  o\  ertl\ 
hostile  elements  in  the  negative  transference  to  the  therapist  and  as- 
sumed a  complaining,  dependent  attitude  in  her  therapeutic  work.  It 
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is  possible  that  the  therapist's  intervention  in  the  incident  made  it 
more  difficult  for  her  to  abandon  her  passive  dependent  needs.  The 
conflict  of  these  needs  with  lier  hostile  feelings  led  to  periods  of  fairlv 
intense  but  not  incapacitating  depressions.  These  have  been  amelio- 
rated partially  bv  her  increasing  insight  into  the  effects  of  repressive 
mechanisms. 

Tliis  incident  is  reported  because  the  writer  feels  that  it  highlights 
the  problem  that  frequently  confronts  the  therapist  in  developing  a 
relationship  with  a  patient  manifesting  such  massive  acting  out  re- 
sistance. Howex'er,  this  does  not  denv  the  question  which  was  raised 
above  concerning  the  possible  complications  generated  bv  this  kind 
of  intervention  in  subsequent  therapeutic  work.  In  an  attempt  to  ra- 
tionalize this  course  of  action  one  might  speculate  that  it  is  necessarv 
at  times  for  the  therapist  to  intervene  in  a  phvsically  demonstrable 
manner,  as  a  means  of  communicating  to  the  patient  the  possibility  of 
establishing  a  stable,  nonpunitive  relationship  in  an  otherwise  chaotic 
interpersonal  world. 

While  the  therapeutic  relationship  is  ordinarily  developed  in  a 
purely  verbal  medium,  in  some  cases  communication  must  be  estab- 
lished by  a  positive  act  on  the  part  of  the  therapist.  At  times  verbal 
techniques  seem  to  be  feeble  therapeutic  tools.  Kubie  described  this 
feeling  when  he  characterized  words  as  ".  .  .  busily  screening  and 
denaturing  a  full-bodied  psychological  experience."^ 

Nathan  Ackerman  .  .  . 

This  psychotherapeutic  incident,  dramatic  and  provocative  as  it  is,  poses 
a  special  difficulty  for  critical  discussion  for  two  reasons :  first,  some  aspects 
of  the  history,  which  are  crucial  to  a  clinical  judgment,  are  inadequately 
elaborated;  second,  the  therapist  took  appropriate  action  at  some  points  in 
his  dealing  with  this  patient  and  inappropriate  action  at  others. 

Most  striking  in  the  whole  account  is  the  therapist's  dilemma  in  assess- 
ing the  true  nature  of  the  patient's  psychopathology.  At  some  stages  he 
seems  to  recognize  that  he  is  challenged  by  a  trend  toward  disorganization 
which  approaches  psychotic  intensity;  at  other  stages,  striving  to  establish 
control  of  a  chaotic  situation,  he  seems  to  plead  with  his  patient  to  contain 
her  conflicts  much  as  a  conventional  neurotic  person  ought  to  do.  But 
human  beings,  especially  sick  ones,  don't  always  mold  their  behavior  to  suit 
the  convenience  of  a  psychotherapist. 

1  L.  S.  Kubie,  "Modern  Concepts  of  the  Organization  of  the  Brain,"  Psijchoanul. 
Quart.,  XXII  (1953),  pp.  21-68. 
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The  story  of  this  psychotherapeutic  experience  reveals  poignantly  thr- 
(|uality  of  the  therapist's  distress.  At  times  the  chaotic  instability  and  the 
destructive  outbursts  of  the  patient  are  just  too  much  for  the  tK(Tapist.  Me 
reacts  in  an  indecisive,  contradictory  manner.  He  begs,  caj(;lcs,  and  even 
scolds  the  patient  as  part  of  his  effort  to  induce  her  to  behave.  At  one  point 
he  threatens  to  f|uit.  Yc^t  he  also  states  later  that  a  therapist  r)ught  not  be 
critical  or  judgmental  toward  the  conduct  of  his  patient.  Here  the  therapist 
engages  in  a  denial  of  his  own  troubled  emotions.  Insofar  as  he  is  critical  of 
the  patient's  behavior,  he  ought  freely  to  admit  it.  In  the  ultimate  test,  how- 
ever, he  did  not  desert  his  patient.  His  decision  to  stick  with  her  "through 
thick  and  thin"  is  an  important  influence  on  the  final  outcome  of  the  rela- 
tionship. 

While  this  patient  shows  some  prominent  hysterical  features,  the  funda- 
mental pathology  is  borderline  psychotic  behavior.  The  therapist  seems  not 
to  be  entirely  clear  as  to  the  nature  of  the  condition  he  is  treating.  He  seems 
to  wish  that  she  would  act  like  a  simple  neurotic.  Surely  a  sick  patient 
cannot  be  e.xpected  to  shape  her  illness  to  the  therapist's  special  area  of 
competence,  or  his  subjective  need  for  comfovt  in  the  therapeutic  process. 
It  is  rather  the  therapist's  responsibility  to  understand  and  accommodate 
fully  to  whatever  affliction  the  patient  brings  to  him.  He  must  receive  the 
patient  wherever  she  is  in  life. 

Another  angle  of  the  case  which  falls  into  a  place  of  special  prominence 
is  the  therapist's  failure  to  cope  with  the  troubled  relations  of  this  young 
patient  with  her  family,  especially  with  her  father.  The  therapist  tries 
desperately  to  confine  his  therapeutic  intervention  to  the  intraps\'chic 
aspect  of  the  patient's  disorder,  as  if  this  could  artificially  be  divorced 
from  the  disturbing  interpersonal  processes  which  characterized  her  pres- 
ent family  life.  In  fact,  at  no  point  in  the  history  is  the  girl's  disturbance 
eflfectively  contained  within  her  personality.  Her  destructive  urges  and 
anxiety  continually  burst  into  irrational  action.  The  conflicts  she  experi- 
ences with  her  father  from  day  to  day  seem  to  feed  back  into  her  inner 
emotional  life  to  affect  the  older  patterns  of  internalized  conflict,  and  \  ice 
versa.  This  is  only  to  be  expected.  In  a  situation  of  this  sort  it  is  unreal  to 
dissociate  the  intrapsychic  component  of  illness  from  the  interpersonal 
aspect  of  her  illness  expressed  in  her  conflict  with  famiK". 

One  may  easily  conjecture  tliat  the  girl's  conflicts  with  her  father,  her 
husband,  and  boyfriend  and  also  her  conflicts  with  her  male  tlierapist  w  ere 
all  of  a  piece.  The  patient  acts  out  her  hostilitv  to  her  father  widi  tlie  diera- 
pist.  She  goes  one  step  further,  and  acts  out  her  hostilit\-  to  her  therapist  in  a 
chaotic  sexual  affair  with  another  man.  One  might  readih-  speculate  that 
her  vindictive,  castrative  assaults  on  this  man  friend  provoked  him  to  desert 
her  after  an  all-night  sexual  binge.  Likely  this  hostile  behavior  was  an  acting 
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out  of  the  urge  for  vengeance  on  her  father,  and  a  negative  transference 
toward  her  therapist. 

In  reaction  to  this,  the  therapist  was  strongly  tempted  to  desert  the 
patient,  just  as  her  lover  did,  with  the  feeling  "it  serves  you  right."  Fortu- 
nately a  "second  think"  impels  him  to  go  to  her  rescue,  reluctantly  to  be 
sure,  but  he  did  go. 

The  disorganized  behavior  of  this  young  lady  suggests  borderline  psy- 
chosis. When  she  confronted  major  choices  in  life,  her  parents  made  critical 
blunders.  Her  father  interfered  with  her  training  as  an  actress;  he  intruded 
upon  and  broke  up  her  marriage.  Both  parents  seemed  willing  for  her  to 
shift  from  theater  to  a  job  as  practical  nurse  assisting  in  the  administration 
of  electric  shock  treatment.  She  was  traumatized  in  this  whole  series  of 
calamitous  errors  of  choice.  She  suflFered  an  invasion  of  her  career  as  actress, 
a  destruction  of  her  marriage,  a  push  towards  "execution"  by  way  of 
electric  shock.  Can  it  be  the  least  surprising  that  her  whole  system  of  de- 
fenses against  anxiety  disintegrated?  Can  it  be  any  mystery  that  this  young 
woman  became  disorganized,  depressed,  manic,  and  then  indulged  in  des- 
pairing provocations  of  suicidal  nature? 

The  background  of  violent  conflict  with  her  brutal  father  raises  a  ques- 
tion as  to  the  existence  of  an  undercurrent  of  incestuous  attachment  be- 
tween father  and  daughter,  which  both  conspired  to  deny.  It  could  well  be 
that  the  underlying  attraction  of  father  and  daughter  was  camouflaged 
beneath  a  barrage  of  mutual  cruel  aggressiveness. 

I  wonder  as  to  why  the  therapist  failed  to  recognize  the  urgency  of  the 
girl's  need  for  protection  from  her  pathologically  involved  father.  The 
therapist  speaks  of  being  forced  into  the  unwilling  role  of  referee.  Why  was 
he  unwilling?  In  the  case  of  a  chaotically  disturbed  adolescent  the  therapist 
should  be  ready  to  intervene,  and  treat  critical  family  conflict  as  prepara- 
tion for  treating  the  internal  conflicts  of  the  patient.  One  cannot  delude 
oneself  that  it  is  possible  to  achieve  access  to  the  intrapsychic  disorders  of  a 
young  person,  as  if  those  disorders  existed  in  a  social  vacuum.  The  therapist 
neither  undertook  to  confront  the  issue  of  the  girl's  conflicts  with  her  father, 
nor  did  he  consider  the  possible  wisdom  of  placing  this  girl  away  from  her 
family  in  a  protective  situation,  such  as  a  girl's  boarding  home.  It  is  con- 
ceivable that  were  the  patient  removed  from  the  trauma  of  daily  violent 
tensions  at  home,  the  therapist  might  have  had  an  easier  time  of  solidifying 
this  girl's  commitment  to  psychotherapy.  An  appropriate  program  for 
understanding  and  coping  with  the  family  conflict  is  here  a  first  priority. 
Unless  this  component  of  disturbance  is  confronted  first,  the  therapist  has 
little  chance  for  efi^ective  access  to  the  intrapsychic  conflicts  of  a  patient, 
viewed  as  an  individual. 

Surely  the  psychotherapy  of  an  adolescent  or  young  adult  still  trapped 
in  a  pathologically  warped  pattern  of  family  interaction  must  be  defined 
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(1iffcr(!ntly  from  tlic  psycliotlicrapy  of  ;iri  independf^nt  adiilf  ircc  to  clioosc 
place  of  residence,  occtipation,  lov(^  n^lationsliips,  or  marriage. 

The  severe  acting  out  of  this  patient  is  (hamatic  expression  of  an  nnfler- 
lying  panic  and  helplessness.  It  is  a  significant  omission  that  so  little  in- 
formation is  offered  concerning  the  patient's  mother.  It  is  as  if  she  simply 
did  not  connt.  I^ikely  she  does  not  appear  in  this  history  because  she  pro- 
vided the  patient  no  prot(!ction  from  tlu;  father's  assaultiveness.  I  miglit 
guess  that  the  patient  had  a  need  for  a  therapist  to  take  the  place  of  a  good 
mother,  able  to  offer  this  girl  some  refuge  from  the  father's  traumatic 
attacks  upon  her. 

In  the  record  of  this  incident  is  reflected  not  only  the  therapist's  distress 
and  weariness,  but  also  a  feehng  of  impotence  and  anger  stimulated  bv  the 
impotence.  ?Iad  he  assumed  the  more  appropriate  role  as  mother  and  had 
he  given  this  young  female  patient  some  security  from  the  distortions  and 
dangers  of  her  family  life,  he  would  have  no  need  of  anger,  nor  any  futile 
self-deluded  expectation  that  he  could  treat  tliis  patient  as  if  she  had  an 
ordinary  garden-variety  psychoneurosis. 

The  therapist's  distress,  impotence,  and  angry  pleading  with  the  patient 
is  nowhere  so  clearly  revealed  as  in  his  dilemma  about  responding  to  the 
patient's  request  to  come  to  her  rescue  after  a  sexual  escapade  and  desertion 
by  her  man.  Though  strongly  reluctant  to  leave  his  barricaded  position  as 
an  office  psychotherapist,  he  nevertheless  decided  finally  to  move  out  to 
rescue  the  abandoned  princess.  In  other  words,  his  "heart  was  in  the  right 
place."  This  genuine  show  of  interest  "saved  the  day." 

It  is  reassuring  to  observe  that  this  therapist  reaches  out  finally  to  a  new 
piece  of  learning,  that  psychotherapy  by  way  of  pure  "talk,"  while  failing 
to  listen  to  the  emotions  of  the  heart,  is  no  therapy  at  all.  He  is  correct  in 
recognizing  in  Kubie's  statement  a  substantial  core  of  truth,  that  therapy 
requires  "a  full-bodied  psychological  experience"  not  empty  mouthings, 
stripped  of  emotion. 

J.  W.  Klapman  ... 

Here  is  the  immovable  colliding  with  the  irresistible  force.  The  amour 
propre  of  this  patient's  life  and  the  greatest  good  and  the  greatest  \alue  she 
could  conceive  of  was  to  be  a  famous  and  successful  actress.  Any  other  goal 
paled  into  insignificance  by  comparison.  It  is  impossible  to  exaggerate  the 
strength  of  this  fixation,  for  she  has  been  \\  illing  to  sacrifice  anything  for  it 
— to  the  point  of  marrying  a  man  she  did  not  care  for,  perhaps  e\"en 
despised.  And  about  this  and  the  defiance  of  her  father  and  famil\-  she  un- 
doubtedly has  a  profound  sense  of  guilt.  The  aflFecti\e  relationships  to  her 
family  are  probably  as  strong  or  nearly  as  strong  as  her  fixation  on  an  acting 
career,  which  gratifies  the  narcissistic  element  in  her  make-up.  These  t\\  o 
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opposite  forces  make  for  an  iron-bound  impasse.  All  of  this,  accompanied 
with  great  guilt  and  tremendous  anxiety  and  depression,  eventuate  in  a 
psychotic  breakdown. 

Under  these  circumstances,  the  personality  when  it  sought  reorganiza- 
tion, would  look  for  escape  routes  to  get  around  the  impasse.  Whatever  re- 
organization, therefore,  that  occurs  after  the  breakdown  is  predicated  on 
the  possibility  that  there  are  avenues  of  escape  from  the  impasse,  or  around 
the  impasse,  to  attain  the  original  ends.  Of  course,  such  avenues  are  no 
longer  pursued  as  a  result  of  a  clear  vision  and  good  judgment.  They  are 
now  dictated  by  a  desperate,  compulsive  search  for  a  way  around  the  im- 
passe. 

But  the  other  escape  attempts  also  fail,  with  much  resulting  disappoint- 
ment. 

In  all  the  more  substitutive  escape  attempts  she  finds  nothing  to  com- 
pare with  the  original  fixation,  that  of  being  a  famous  actress,  and  resents 
the  bitter  necessity  for  any  kind  of  compromise.  Thus  the  hostility  to  the 
young  man  toward  whom  she  feels  a  genuine  attraction.  Thus  the  hostility 
to  the  therapist,  who,  at  the  very  best,  can  only  endorse  some  substitutive 
compromise  in  her  way  of  life,  only  an  ersatz  gratification. 

Because  of  this  she  cannot  naturally  enjoy  or  express  her  natural  inclina- 
tions, such  as  her  attraction  for  a  young  man,  but  is  driven  to  disrupt,  tear 
these  inclinations  apart,  and  destroy  their  appeal.  She  has  a  compulsive 
need  to  throw  the  monkey  wrench  into  any  relationship  which  she  might 
come  to  enjoy,  for  such  trends  would  tend  to  overshadow  the  original  fixa- 
tion and  weaken  the  latter.  She  must  not  permit  any  compromise  with  that 
goal  nor  dim  the  eflPulgence  of  that  bright  star. 

Here,  then,  is  a  victim  of  a  terrible  impasse,  between  two  powerful 
forces.  The  ego  is  being  ground  to  bits  and  is  really  very  sick  and  almost 
absolutely  helpless.  The  therapist  was  right  to  come  and  pick  the  patient 
up  in  the  house  where  she  had  been  abandoned.  For,  in  that  struggle  she  is 
left  prostrate  and  helpless  emotionally  and  the  usual  precautions  with  re- 
gard to  active  interference  by  the  therapist  can  be  suspended.  In  such  a 
grave  emergency,  some  drastic  measures  are  justified. 

Possibly  a  flash  of  insight  about  the  ultimate  dangers  she  was  flaunting 
occurred  to  the  girl  as  a  result  of  therapist's  calling  and  rescuing  her,  for 
thereafter  we  see  she  has  adopted  a  less  hostile,  less  truculent  attitude. 
Even  a  little  insight  may  have  been  gained.  This  may  be  improvement,  but 
it  may  also  herald  the  approach  of  the  final  complete  and  more  or  less 
permanent  breakdown.  With  that  unyielding,  uncompromising  fixation  on 
her  more  or  less  nebulous  goal  of  being  a  famous  actress,  her  personality  is 
more  or  less  in  the  condition  of  "the  one-hoss  shay."  She  cannot  make  a 
genuine  compromise  and  really  value  the  compromise.  That  is  always  stark, 
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absolute  capitulation,  and  to  her  capitulation  means  death  to  the  person- 
ality; it  goes  all  at  once. 

Thereiore,  her  new  improvement  may  be  Irjoked  at  askance,  and  mf;rits 
close  examination.  That  emerging  depend(!nce  on  parents,  new  bf)y  fri(;nd, 
and  the  therapist;  what  does  it  betoken?  Possibly  it  means  genuine  progress, 
and  just  as  possibly  it  betokens  the  final  capitulation  in  the  schizophrenic 
breakdown. 


O.    HOBART    MOWRER    .    .    . 

Here  again  we  see  the  tendency  to  abrogate  established  therapeutic 
concepts  and  practices:  "While  the  therapeutic  relationship  is  ordinarily 
developed  in  a  purely  verbal  medium,  in  some  cases  communication  must 
be  established  by  a  positive  act  on  the  part  of  the  therapist."  Here  the  posi- 
tive act  took  the  form  of  the  therapist  going  for  the  girl  when  she  was  in 
trouble  and  of  respecting  her  confidences  in  the  presence  of  her  parents. 
Can  it  be  that  we  are  cautiously  moving  away  from  the  "imago"  of  the 
therapist  who  sits  comfortably  in  his  office  and  receives  fees  for  listening, 
impersonally  and  only  by  appointment,  to  what  the  patient  says?  Such  a 
procedure  is,  of  course,  based  upon  the  premise  that  the  essence  of  therapy 
consists  of  releasing,  through  expert  interpretations,  repressed  instinctual 
forces.  Can  it  be  that  we  are  discovering  that  r elatedness  is  more  important 
than  release  and  that  what  Nicholas  Hobbs  once  referred  to  as  "the  concrete 
social  act"  may,  on  occasion,  be  more  meaningful  in  this  connection  than 
any  amount  of  interpretation? 

In  the  case  of  the  girl  under  discussion,  there  seemed  to  be  so  little  to 
release  either  in  the  way  of  hostility  or  sexuality — so  what,  in  the  usual 
sense,  was  there  to  interpret?  What  she  seemed  to  need,  perhaps  much 
more,  was  intimate  experience  with  someone  who,  unlike  herself,  was  not 
"calculating,"  not  "hostile,"  not  inconsiderate,  impulsive,  and  self-willed. 
When  the  therapist  tells  of  "becoming  weary  of  the  intense  trial  to  which 
he  was  being  put"  and  suggesting  certain  limits,  one  is  reminded  of  the 
apocryphal  remark  of  another  analyst  in  a  similar  situation  who,  when  his 
patience  had  finally  been  exhausted,  exclaimed:  "Lady,  you  don't  ha\e  an 
inferiority  complex;  you  really  are  inferior."  By,  so  to  sav,  returning  good 
for  evil,  did  the  therapist  in  the  present  situation  show  the  patient  her 
inferiority  in  an  unusually  compelling  and  effective  manner?  She  had  been 
critical;  the  therapist  was  not.  She  was  unreliable;  tlie  tlierapist  was  reli- 
able. And  so  the  contrast  goes.  The  time  may  be  approaching  \%hen  we  will 
need  a  whole  new  theoretical  structure  in  which  to  deal  with  such  manifest 
realities. 

Considering  how  insular  and  limited  the  tiierapeutic  relationship  was  in 
this  case,  it  was  surprisingly  powerful.  Granted  that  the  transformation  of 
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the  patient's  character  was  not  complete,  one  wonders  what  it  might  have 
been  if  two  other  conditions  could  have  been  met:  ( 1 )  if  the  girl  could,  in 
some  way,  have  become  a  member  of  a  natural  "therapeutic  community" 
where  the  forces  of  therapy  would  have  been  augmented  and  (2)  if  she 
could  have  had  access  to  a  body  of  literature  which  would  have  given  her  a 
clearer  understanding  of  the  rationale  and  implications  of  this  kind  of 
therapy,  so  that  she  could  work  at  it  herself  and  perhaps  even  begin  to 
practice  it  with  others.  Alcoholics  Anonymous  provides  a  possibly  instruc- 
tive object  lesson  here. 

David  Riesman  .  .  . 

In  this  as  in  so  many  of  these  incidents,  tiierapists  are  understandably 
troubled  when  they  violate  the  norms  of  passivity — much  as  anthropolo- 
gists and  sociologists  often  worry  when  they  become  "emotionally  involved" 
with  the  human  object  they  study.  The  therapist  starting  on  his  own  outside 
an  institutional  context  is  in  a  terribly  vulnerable  position  both  personally 
and  professionally,  but  beyond  these  realistic  dangers  lies  the  fear  of  going 
outside  the  bounds  of  the  dogmas  which  have  been  set  up  for  the  meta- 
physical protection  of  those  who  explore  new  and  "occult"  areas.  What  I 
find  missing  in  the  therapist's  discussion  here  is  any  imaginative  account  of 
the  alternative  courses  of  action.  Suppose  he  had  sent  a  taxi  for  the  patient? 
Would  she  have  interpreted  that  as  a  rejection  in  her  hour  of  need  and 
particularly  of  no  help  in  dealing  with  the  family  to  whom  she  dreaded  to 
return?  Suppose  he  had  done  nothing?  He  might  have  then  "interpreted" 
her  behavior  all  he  liked  without  her  understanding  his  apparent  desertion 
as  a  human  being.  It  would  seem  as  if  the  assumption  underlying  the  write- 
up — and  a  good  many  of  the  other  write-ups  too — is  that  there  is  one  possi- 
ble course  of  action  which  is  not  a  choice  of  evils  but  a  clear  and  unequivo- 
cal course.  But,  of  course,  we  all  know  that  in  human  events  we  seldom 
have  such  luck  and  that  the  missteps  which  later  make  either  course  of 
action  hazardous  and  inept  are  usually  beyond  our  control  whether  in 
public  or  in  private  afiFairs.  Though  we  all  know  this  intellectually,  some 
feeling  on  the  therapist's  part  seems  to  persist  that  history  is  wholly  reversi- 
ble and  that  therefore  alternatives  will  be  open  to  him — if  he  can  only  find 
them  and  is  deft  and  gifted  enough — which  will  bring  only  good  and  posi- 
tive consequences. 

As  a  matter  of  choosing  one  of  severally  almost  equally  unpalatable 
alternatives,  a  particular  therapist  may  "use  up"  his  power  to  help  the  pa- 
tient and  may  have  to  find  another  therapist  to  take  over  from  there.  Thus 
one  can  imagine  situations  where  a  therapist,  to  have  any  access  to  the 
patient,  would  have  to  be  extremely  permissive  and  accepting  while  after 
the  patient  had  been  somewhat  thawed  out,  a  more  dialectical  interchange 
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would  1)0  rcfiuisitc — and  tlien,  conceivably,  (lie  therapist's  adoptness  would 
lie  in  his  ability  to  c-hanj^e  roles  and  present  the  piJicnt  with  other  facets  of 
himself,  ilowever,  this  will  not  always  be  possible,  not  onlv  because  of 
inevitable  limits  to  the  therapist's  own  flexibility,  but  also  b(;cause  the 
patient's  "set"  may  })e  such  as  to  prevent  him  from  noticing  that  the  leopard 
has  in  fact  changed  his  spots. 

William  Snyder  .  .  . 

This  client  appears  to  be  characterized  by  neurotic  immaturity  rcacti(;ns 
in  her  behavior  toward  all  authority  figures,  and  particularly  toward  men. 
She  exhibits  controlling  tantrum-like  behavior  whenever  she  is  thwarted 
in  any  way.  This  has  apparently  been  successful  in  gaining  for  her  retreat 
on  the  part  of  her  over-dominating  father.  When  she  undertakes  her  "big 
effort"  in  the  form  of  the  sexual  escapade  in  the  abandoned  house,  she  actu- 
ally proves  this  point;  her  father  and  mother  respond  to  the  situation  con- 
tritely. 

It  appears  to  me  that  the  therapist's  acquiescence  to  the  client's  de- 
mands that  he  come  and  rescue  her  from  her  abandoned  cliffside  hideaway 
is  a  very  poor  handling  of  the  situation.  The  therapist  has  just  completed 
structuring  the  therapy  along  lines  of  her  being  required  to  comply  more 
adequately  with  the  normal  demands  of  a  therapeutic  relationship,  when 
the  client  goes  to  great  extremes  to  violate  this  structuring,  making  exces- 
sive, compromising,  and  even  improper  demands  upon  him.  That  he  com- 
plied was  an  admission  of  defeat  on  his  part,  a  demonstration  of  his  willing- 
ness to  be  completely  controlled  by  the  client,  and  it  permitted  a  reenact- 
ment  of  the  client's  typical  abreactive  behavior  in  the  form  of  the  client's 
struggle  with  the  father  for  dominance.  Her  masculine  protest  is  one  of 
her  outstanding  symptoms,  and  the  therapist,  instead  of  helping  her  to  find 
a  way  of  accepting  her  feminine  role,  acquiesces  to  letting  her  assume  the 
masculine  one.  It  is  doubtful  whether  this  is  therapeutic  for  this  client. 

The  therapist  is  correct  in  seeing  this  client's  problems  as  a  strong  con- 
flict between  her  needs  for  passivity  and  for  aggression.  It  is  also  apparent 
that  for  her  sex  is  a  form  of  aggression;  thus  she  equates  shock  therap\-  with 
sex.  Her  desire  to  work  in  a  situation  where  she  assists  in  administering  the 
shock  reveals  her  desire  to  dominate  sexually,  but  it  is  countered  by  her 
fears  of  such  behavior,  and  she  is  forced  to  retreat  from  the  situation.  Her 
conflict  of  sex  roles  is  a  classic  indication  of  her  Oedipal  problems. 

After  the  incident  where  the  therapist  "rescues"  the  client,  she  becomes 
much  more  passive  in  her  behavior  toward  him,  and  toward  other  persons 
in  her  life  situation.  The  therapist  seemed  to  be  somewhat  distressed  by  the 
intensification  of  the  client's  dependence  upon  her  parents,  the  boy  friend, 
and  himself.  And  yet  this  does  not  seem  to  be  an  undesirable  de\elopment 
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in  the  case  of  a  client  who  has  been  severely  acting  out  her  aggressive 
needs.  It  would  appear  to  be  in  the -direction  of  a  more  healthy  adjustment. 
It  is  possible,  therefore,  that  the  therapist's  behavior  had  a  somewhat  bene- 
ficial effect  upon  the  client's  adjustment,  despite  what  seems  like  a  method- 
ologically poor  procedure. 

I  would  differ  with  the  therapist  regarding  the  need  to  intervene  in  a 
physically  demonstrable  manner.  While  recognizing  that  some  writers  like 
Braatoy^  make  a  strong  case  for  this  point  of  view,  it  seems  to  me  that  it 
should  be  used  very  rarely  indeed.  At  such  times  a  gentle  pat  on  the  hand 
or  the  shoulder  might  be  considerably  therapeutic.  Perhaps  with  a  psy- 
chotic other  behaviors  would  be  required.  Perhaps  a  highly  excited  child 
should  be  gently  restrained.  But  for  the  therapist  to  comply  with  demands 
which  symbolize  submission,  or  nurturing  physical  care,  seems  hard  to  de- 
fend in  any  theorv  of  therapy  thus  far  developed. 

Frederick  C.  Thorne  .  .  . 

Every  therapist  is  confronted  by  emergency  situations  wherein  the 
acting-out  behaviors  of  the  client  create  reality  situations  which  must  be 
dealt  with  effectively  in  order  to  rescue  the  client  from  potentially  danger- 
ous complications.  Ideally,  the  therapist  should  clearly  differentiate  be- 
tween therapeutic  and  administrative  roles,  and  may  delegate  administra- 
tive actions  to  others.  However,  local  situations  may  require  the  therapist 
to  assume  both  roles.  In  the  present  situation  of  the  patient  abandoned  at 
the  cliff  house,  a  therapist  who  was  a  psychiatrist  might  have  more  latitude 
than  one  who  was  a  clinical  psychologist  because  of  the  greater  authority 
and  responsibility  granted  by  medical  licensure.  In  either  case,  the  therapist 
should  not  go  to  the  cliff  house  alone  but  should  be  accompanied  by  a 
nurse  or  friend  in  order  to  protect  all  concerned.  Ideally,  a  physician  might 
be  delegated  to  bring  her  home  after  the  family  had  been  forewarned  not  to 
create  any  further  disturbance  but  to  allow  the  therapist  to  deal  with  the 
incident.  It  is  idle  to  speculate  what  might  have  happened  had  things  been 
done  differently.  In  our  own  experience,  we  have  known  of  clinical  psy- 
chologists who  limited  their  own  usefulness  and  greatly  exceeded  their 
professional  responsibilities  by  allowing  themselves  to  become  administi'a- 
tively  involved  and  emotionally  entangled  in  attempting  to  act  out  too 
many  different  roles  in  solving  reality  situations  contrived  by  patients. 

Emergency  situations  such  as  this  make  it  desirable  to  establish  pro- 
cedures and  facilities  for  handling  them  most  expeditiously.  Generally, 
it  is  desirable  to  establish  close  working  relations  with  other  specialists  who 
can  be  depended  upon  to  cooperate  without  completely  taking  over.  This 

-  Trygve  Braatov,  Fundamentals  of  Psychoanalytic  Technique  (New  York:  John 
Wiley  &  Sons,  1954).' 
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may  require  c(jn.siderable  experimentation  and  wise  selection  to  discovor 
someone  who  is  congenial  to  work  with,  and  not  too  alarmist.  It  requires 
expert  judgment  to  determine  wlien  a  genuinf;  emergency  exists  and  how 
to  handle  it  most  expeditiously  without  too  much  excitement. 

Every  therapist  accumulates  a  number  of  anxious  hysterical  patients 
who  show  genius  in  getting  themselves  worked  up  at  f)dd  hours  and  places. 
What  should  we  do  when  we  get  a  phone  call  from  a  distraught  patient 
saying  that  we  must  come  and  do  something  because  he  can't  stand  it  any 
longer?  Most  of  the  time  it  is  sufficient  to  handle  the  problem  nondirec- 
tively,  allowing  the  patient  to  ventilate  until  his  feelings  are  expressed, 
until  he  spontaneously  says  that  he  feels  better  now  and  won't  need  to  see 
us  immediately.  More  actively,  one  can  reassure  the  patient  over  the 
phone  and  give  instructions  what  to  do  to  try  to  get  over  the  emergency. 
But  wliat  about  the  case  which  actually  sounds  desperate  and  seems  to  be 
genuinely  in  need  of  emergency  help?  Unless  the  therapist  is  in  a  position  to 
assume  complete  responsibility  for  whatever  may  happen,  then  it  is  wise  to 
call  the  proper  specialist  in  consultation. 

We  agree  in  this  case  that  the  therapist  probablv  had  to  do  something, 
but  we  think  it  might  have  been  safer  to  mobilize  a  few  more  resources  in 
the  form  of  consultants  or  chaperons.  One  never  knows  what  may  de\  elop 
in  such  a  situation,  and  it  is  necessary  to  improvise  until  the  situation  can 
be  diagnosed.  It  is  always  wise  to  keep  in  mind  that  such  a  call  may  be  an 
attempt  at  sexual  seduction,  particularly  if  the  therapist  is  young  and 
personable.  As  the  law  now  stands,  only  a  physician  or  a  law  enforcement 
officer  has  any  legal  authority  or  responsibilitv  for  taking  any  coerciv  e 
action  to  bring  such  a  distraught  person  mider  control  if  he  is  unable  to 
cooperate  voluntarily.  It  is  always  desirable  to  secure  family  cooperation 
to  avoid  any  misunderstandings  or  criticisms  later  either  in  the  e\  ent  that 
the  therapist  fails  to  take  protective  action  and  something  serious  occurs, 
or  if  the  therapist  takes  some  action  which  does  not  work  out  well.  Clinical 
psychologists  are  at  a  considerable  disadvantage  in  handling  emergenc\- 
situations,  and  this  is  why  ethical  practice  requires  them  to  work  with  a 
legally  recognized  medical  consultant. 

Werner  Wolff  ... 

This  incident  poses  the  problem  of  the  orbit  of  psychotherapy.  The 
question  arises  whether  psychotherapy  may  be  extended  beyond  the  con- 
fines of  the  therapist's  office  ( or  hospital )  and,  f urtliennore,  whether  the 
verbal  medium  may  be  supported  by  action  on  the  pturt  of  the  therapist. 

Action  of  the  psychotherapist  beyond  the  office  ma)'  easily  be  interpre- 
ted by  the  patient  as  a  gesture  of  friendship  rather  than  of  a  professional 
nature,  and  this  may  interfere  \^'ith  the  transference.  Altliough  most  tliera- 
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pists  advise  against  social  relations  with  their  patients,"^  certain  psycho- 
therapists will  actively  interfere  in  the  personal  life  of  their  patients. 

Freud  recommended  as  a  basic  condition  of  psychotherapy  the  relative 
independence  of  the  patient,  so  that  the  therapy  could  function  outside 
environmental  pressures.  One  of  the  therapeutic  goals  was  the  establish- 
ment of  independence  within  the  patient  himself,  his  freedom  from  the 
compelling  forces  of  Id  and  Superego,  the  ability  to  make  free  choices,  the 
development  of  his  individuality  directed  by  reason.  This  goal  included 
the  solving  of  parental,  interpersonal,  and  therapeutic  dependence. 

Experience,  however,  has  shown  that  a  rigid  insistence  upon  a  thera- 
peutically neutral  atmosphere  may  be  as  dangerous  as  to  demand  the  pa- 
tient's independence  at  any  costs.  In  certain  cases  therapeutic  neutrality 
may  support  the  patient's  experience  of  rejection  and  existential  isolation, 
thus  contributing  to  the  patient's  development  of  an  armour,  of  defense 
systems,  and  of  resistances.  A  rigid  insistence  upon  the  patient's  inde- 
pendence may  promote  regressions  and  even  psychotic  reactions. 

In  the  present  case  where  the  patient's  individuality  and  spontaneity 
( who  "knew  where  she  was  going" )  were  coerced  by  a  "sentimental  iron- 
handed  patriarch"  and  by  the  suppressive  therapy  of  shocks,  the  situation 
of  the  incident  had  been  prepared  so  that  the  separation  from  home  and 
her  being  "abandoned  in  a  house  overlooking  a  clifiF  without  funds  or  means 
of  transportation"  produced  a  crisis.  The  natural  (abandoned,  cliff), 
symbolizing  her  internal  situation,  drove  her  into  a  panic. 

According  to  my  own  observations,  psychotic  states  may  be  provoked 
when  a  predisposing  internal  reality  finds  its  correspondence  in  a  sudden 
external  reality,  causing  what  I  call  a  "stereoscopic  experience,"^  that  is,  the 
same  situation  viewed  from  slightly  different  angles  gives  the  situation  a 
new  depth,  making  it  threateningly  real.  Phases  of  stereoscopic  experience 
demand  emergency  reactions  from  within  or  from  without,  producing  a 
"critical  incident." 

When  the  therapist  decided  to  act  beyond  the  confines  of  office  therapy, 
at  that  moment  the  transference  received  depth,  the  former  tyrannical 
interference  of  the  father  now  was  replaced  by  a  helpful  interference  of  the 
therapist,  thus  changing  an  imposed  dependence  to  a  desired  one.  The 
resistance  by  which  the  patient  exasperated  the  therapist  as  she  had  ex- 
asperated her  father  now  changed  since  after  experiencing  active  help  the 
patient  was  able  to  drop  her  defenses  and  resistances  and  to  accept  inter- 
personal relations  as  well  as  personal  reliability.  The  positive  turn  of  the 
critical  incident  appeared  through  the  humanization  of  the  therapist  who, 

3  Werner  Wolff,  Contemporary  Psychotherapists  Examine  Themselves  ( Spring- 
field, 111.:  Charles  C.  Thomas,  1956),  pp.  197  ff. 

^  Werner  Wolff,  The  Threshold  of  the  Abnormal  (New  York:  Hermitage  House, 
1950),  p.  442. 
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I  believe,  .should  be  able  to  give  up  general  prineipjes  of  behavior  in  a  crisis 
situation  that  might  endanger  the  patient's  life. 

Dramatization  and  .symboli/ation  have  been  fo,.,Kl  \<>  I,„k  hon  as  self- 
healing  processes  within  a  homeostatic  p.sychic  goal.  N^sychodrama  oc- 
cupational therapy,  fantasy  mobilization,  and  dreams  are  stimulators  in  this 
respect.)  In  certain  cases  the  the-rapist  may  function  as  a  dramatizatirm  and 
symbohzation  of  the  patient's  projections,  thus  initiating  a  homeostatic 
process. 
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History 

A  woman  of  about  35,  of  foreign  extraction  but  native  born,  came 
to  me  for  help  with  a  very  troublesome  obsession.  There  was  "running 
through  her  head"  the  obsessive  thought,  "I  don't  love  my  husband." 
She  also  related  that  sometimes  when  she  saw  her  husband  or  her 
children  she  was  seized  with  the  terrible  compulsion  to  grab  a  kitchen 
knife  and  run  it  through  them.  When  she  came  for  psychiatric  advice, 
she  had  just  separated  from  her  husband. 

On  the  second  interview,  while  I  was  still  engaged  in  obtaining  an 
anamnesis,  she  reported  she  felt  much  better. 

On  the  third  interview,  she  came  accompanied  by  her  husband 
and  her  four-year-old  son.  She  was  in  excellent  spirits  and  reported  a 
reconciliation.  The  obsessions  and  compulsions  had  gone,  thanks  to 
my  treatment!  When  the  interview  was  concluded,  and  I  walked  with 
her  to  the  reception  room,  her  husband  enthusiastically  shook  my 
hand,  remarking  on  the  wonderful  things  that  doctors  and  psychia- 
trists can  accomplish. 

She  never  returned  for  any  subsequent  interviews,  and  I  was  left 
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wondering  "about  tlie  wonderful  things  psychiatrists  accomph.sh."  It 
seemed  evident  that  I  had  done  sometliing  "wonderful"  and  had  al- 
leviated her  obsessive-compulsive  psychoneurosis;  but  what  was  it? 
I  studied  my  careful  anamnestic  notes  to  try  to  find  tlie  answer. 


Incident 

According  to  my  notes,  the  patient's  mother  had  been  a  very  su- 
perstitious woman  who  never  undertook  anything  of  importance  with- 
out first  consulting  a  fortune-teller.  Althougli  mv  patient  had  denied 
being  superstitious,  she,  too,  had  consulted  a  fortune-teller  just  be- 
fore marrying,  allegedly  one  of  the  few  times  slie  liad  followed  her 
mother's  example.  Among  the  manv  things  the  fortune-teller  had  told 
her  was  a  statement  to  the  effect  tliat  she  would  remain  married  to  her 
husband  five  and  one-half  years. 

I  searched  my  notes  for  dates,  and  sure  enough,  the  onset  of  her 
obsessive-compulsive  reactions  coincided  exactly  with  the  end  of  the 
five  and  one-half-year  period,  some  two  and  one-half  months  before 
she  came  to  see  me.  This  explained  the  cause  of  the  condition,  but 
what  explained  its  remission?  As  far  as  I  could  tell  it  was  simply  m\' 
statement,  in  replv  to  her  question  on  the  subject,  that  I  had  no  belief 
in  fortune-tellers. 

Discussion 

The  great  importance  of  minute  cues  is  here  well  demonstrated. 
Psychologically  we  dealt  here  with  an  intellectually  quite  primitive 
individual.  The  role  and  high  degree  of  suggestibility  is  well  demon- 
strated. 

Now  it  can  onlv  be  hoped  that  the  writer  himself  is  not  suffering 
from  an  exaggerated  credulit\'  in  the  following  hypothetical  recon- 
struction: The  fortune-teller's  prognostications  acted  as  a  post-h^-p- 
notic  command.  When  the  time  arri\  ed,  the  command  began  to  exert 
its  full  effect.  But  she  did  not  want  to  separate  from  her  husband,  and 
when  she  resisted  the  suggestion,  she  developed  the  obsessive-com- 
pulsive symptoms. 

My  role  in  the  entire  affair  became  clear  according  to  the  forego- 
ing hypothesis.  Unwittingh',  I  had  given  her  absolution  from  the  post- 
hypnotic command.  Witli  m\  "magical  powers"  I  had  uncast  the  spell 
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over  her.  The  fact  that  neither  I  nor  my  patient  had  any  idea  at  the 
time  what  we  were  doing  was,  after  all,  only  a  minor  matter. 

Nathan  Ackerman  .  .  . 

This  experience  of  miraculous  dissolution  of  a  neurotic  symptom  in 
the  opening  phase  of  the  patient-doctor  relationship  is  exciting  but  by 
no  means  unique.  It  is  certainly  not  as  novel  an  event  as  the  therapist  seems 
to  imply.  It  is  by  no  means  rare  that  hysterical  symptoms,  obsessive 
thoughts,  and  compulsive  acts,  suddenly  disappear  as  the  expression  of 
some  favorable  turn  in  transference.  But  such  disappearance  of  organized 
psychoneurotic  symptoms  need  not  always  be  the  product  of  favorable 
transference.  It  may  occur  as  a  result  of  the  patient's  entry  into  a  new  hu- 
man relationship,  a  new  friendship,  which  of  itself  holds  no  explicit  thera- 
peutic purpose.  Unconsciously,  however,  the  patient  seeks  in  the  friend- 
ship relief  of  emotional  distress,  a  "love  cure."  Through  the  newfound 
intimacy,  even  though  unadmitted,  the  patient  wins  acceptance,  support, 
affirmation  of  a  favored  self-image,  and  a  buttressing  of  crucial  defenses 
against  anxiety,  which  either  dispel  or  submerge  the  acute  symptom. 

While  giving  full  recognition  to  this  phenomenon,  it  is  nevertheless 
of  more  than  passing  interest  that  tormenting  symptoms  may  come  and 
go  in  this  manner,  influenced  by  an  unintended  transference  stimulus  or 
by  a  chance  friendship.  A  fortunate  turn  of  this  sort  should  not  be  belittled, 
since  from  the  point  of  view  of  the  patient,  this  is  a  sheer  dehght,  manna 
from  heaven.  For  the  moment  the  patient  is  relieved  of  acute  distress.  It 
may  even  lead  to  a  euphoric  reaction.  The  patient  has  no  way  of  knowing 
that  the  symptom  may  recur,  that  other  symptoms  may  intervene,  and 
that  there  is  no  guarantee  of  permanence  of  cure. 

Nonetheless,  as  therapists,  we  are  dedicated  to  the  efiFort  to  relieve 
emotional  suffering  in  our  patients.  If  a  patient  is  relieved  of  a  plaguing 
symptom,  whatever  the  means,  we  should  thank  our  lucky  stars.  We  must 
be  relieved,  too,  even  though  we  recognize  this  fortunate  turn  may  be 
a  temporary  one. 

Under  such  circumstances,  it  is  the  therapist's  responsibility,  while 
welcoming  the  subsidence  of  the  symptom,  to  stir  curiosity  in  the  patient's 
mind  as  to  how  it  all  happened,  in  order  to  open  the  way  to  further  useful 
psychotherapeutic  work.  In  this  case  the  patient  offered  a  hint  as  to  what 
was  happening  in  the  second  interview.  The  patient  reported  that  she  was 
feeling  better.  The  therapist,  being  absorbed  in  the  preliminary  task  of 
history  taking,  was  not  alerted  to  this  clue.  He  might  then  and  there  have 
evinced  interest  as  to  how  and  why  she  was  already  feeling  better.  This 
might  have  aroused  a  more  vital  emotional  interchange  and  energized  a 
quicker  crystallization  of  significant  transference  processes.  This  is  neces- 
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sary  preparation  for  a  sustained  therapeutic  experience,  so  as  to  move 
toward  a  more  dependable  quality  of  cure. 

Another  relevant  aspect  of  this  probl(;m  is  reflected  in  tlic;  thf;rapist's 
clinical  judgment  concerning  the  patient's  abrupt  separatif;n  from  her 
husband.  The  separation  was  apparently  precipitated  by  the  patient's 
critical  emotional  upheaval,  as  if  she  feared  she  might  really  pick  up  a 
kitchen  knife  and  run  it  through  her  husband  and  children.  The  patient 
plunged  into  a  panicky  flight  from  her  husband  as  if  she  might  really  live 
out  her  irrational  obsessive  thought.  But  this  is  an  obsessional  neurosis, 
not  a  psychosis;  there  is,  therefore,  virtually  no  danger  of  the  patient  act- 
ing out  the  obsessive  murder.  The  very  structure  of  an  obsessive  symptom 
provides  reasonable  assurance  that  the  patient  will  not  live  out  the  mur- 
derous thought.  Why,  then,  should  this  woman  leave  her  family? 

Had  the  therapist  picked  up  the  clue  in  the  second  interview,  and 
activated  the  patient's  curiosity  as  to  how  she  felt  better  and  crystallized 
the  transference  process,  he  would  then  have  been  in  a  better  position  to 
challenge  the  unreasonableness  of  the  patient's  panicky  flight  from  her 
family.  This  seems  especially  significant  since  the  description  of  the  emo- 
tional climate  of  the  family  relations  reflects  a  basic  bond  of  love,  rather 
than  hate.  It  is  entirely  possible  that  in  an  essentially  good  marital  relation- 
ship, a  woman  with  obsessional  traits  may  find  somewhere  in  that  relation- 
ship a  threatening  stimulus  which  evokes  the  phantasy  content  of  an  origi- 
nal ambivalent  conflict  with  her  mother.  Such  a  stimulus  may  easily  serve 
to  precipitate  the  symptom.  Where  the  present  marital  relationship  and 
family  is  basically  good,  a  therapist  has  sound  reason  to  dissuade  a  patient 
from  any  unreal  flight  from  her  family. 

It  seems  plain  in  this  therapeutic  incident  that  the  prime  defense  in- 
volved in  the  disappearance  of  the  murder  obsession  is  magic  doings  and 
undoings.  This  must  somehow  be  implicated  in  the  patient's  unconscious 
phantasy  of  still  being  psychically  under  the  control  of  her  hostile  mother. 
The  murder  obsession  is  a  fragment  out  of  a  buried  ambi\alent  conflict 
with  her  mother.  In  the  patient's  phantasy,  the  fortune  teller  takes  the 
place  of  mother,  who  tempts  the  patient  with  diabolic  thoughts.  The  thera- 
pist substitutes  symbolically  for  the  patient's  father  who  enables  her 
magically  to  undo  the  mother's  power  over  her  mind. 

I  do  not  myself  go  for  the  therapist's  explanation  of  a  hvpnotic  influence. 
It  is  a  bit  too  cute;  in  one  sense,  it  seems  naive,  and  in  another  it  is  too 
fancy  and  sophisticated.  From  the  therapist's  accomit,  I  cannot  be  clear 
as  to  when  the  therapist  made  the  statement  that  he  had  no  belief  in 
fortune  tellers.  Was  it  in  the  first  or  second  interview?  It  might  haxe  made 
some  difference  in  the  therapist's  handling  of  the  emotional  interchange 
with  his  patient,  if  he  had  made  this  denial  of  faith  in  fortune  tellers  in 
the  first  interview  rather  than  in  the  second.  In  anv  case,  if  one  imder- 
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stands  the  basic  dynamic  structure  of  the  obsessional  character,  there  is 
no  need  to  drag  in  the  hypothesis  of  h^'pnotic  influence.  An  investigation 
of  the  relevant  transference  processes  would  provide  a  clear  answer. 

It  is  somewhat  regrettable  that  the  therapist  did  not  succeed  in  laying 
a  firm  foundation  for  continued  treatment.  This  teaches  us  once  again  the 
lesson  that  the  taking  of  history,  and  psychotherapy,  go  hand  in  hand.  It 
is  not  good  practice  for  a  clinician  to  become  so  wrapped  up  in  the  me- 
chanical task  of  obtaining  personal  history  as  to  be  unaware  of  the  emo- 
tional interchange  that  is  going  on  all  the  while  between  the  patient  and 
himself.  The  therapeutic  influence  begins  the  very  moment  the  patient 
lays  eyes  on  the  therapist.  Contact  with  the  patient  cannot  be  arbitrarily 
divided  into  a  first  phase  of  history-taking  and  a  later  phase  of  concentra- 
tion on  the  specifics  of  transference  emotion.  The  potentials  of  transference 
structuring  of  tlie  processes  of  communication  need  to  be  understood  and 
exploited  from  the  beginning.  If  one  bears  this  in  mind,  there  is  less  risk 
of  overlooking  early  significant  clues.  One  need  not  then  miss  the  oppor- 
tunity for  cultivating  the  matrix  for  a  sustained  therapeutic  relationship 
in  which  a  more  dependable  kind  of  cure  is  possible. 

Robert  Blake  .  .  . 

Here  is  a  description  of  "unwitting"  manipulation  which  had  positive 
eflFects  on  adjustment.  It  does  not  constitute  therapeutic  change  in  any 
rigorous  sense.  Why?  The  patient  was  as  susceptible  to  the  influences 
which  led  to  her  presenting  difficulties  at  the  termination  of  "treatment" 
as  she  had  been  before  she  came  for  "help."  The  change  induced  was  not 
associated  with  improved  skill  in  personal  problem-solving.  Neither  was 
it  accompanied  by  increased  insight  into  the  nature  of  her  own  situation, 
involving  "acceptance  of  commands  from  authorities,"  two  hallmarks  of 
therapy.  It  was  associated  with  her  reaction  to  the  "authority"  of  the  thera- 
pist. Had  he  done  willfully  and  with  insight  what  he  did  "unwittingly,"  this 
would  constitute  a  good  example  of  the  distinction  betvveen  therapy  and 
psychodynamic  engineering  drawn  in  connection  with  the  reading  case 
in  Chapter  7. 

Her  reactions  to  both  the  fortune-teller  and  the  therapist  are  evidence 
of  focal  significance  of  dependency  on  authority  in  social  adjustment,  and 
her  husband's  positive  reaction  to  the  therapist  is  similar.  Dependency 
needs  constitute  the  stuff  out  of  which  "prestige"  is  created.  Those  who 
will  exercise  authority  and  satisfy  such  needs  stand  in  a  position  to  exert 
sis;nificant  influences  on  others  who  look  toward  them  for  direction  or 

help. 

But  whv?  The  answer  in  psychoanalytic  writing  is  clear.  The  significant 
role  of  authority  in  family  organization  and  in  child  growth  and  develop- 
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ment  is  also  clear  in  sociological  writings.  Yet,  as  the  case  study  is  written, 
the  subtlety  with  which  "authority"  operates  to  influence  behavior  is  such 
that  tlie  therapist  in  this  situation  only  perccnvod  the  pow(;r  of  his  own 
"authority"  after  treatment  had  been  terminated!  Indeed,  the  therapist  is 
careful  to  report  that  the  proceedings  between  himself  and  the  patient 
were  fact-gathering  interviews. 

A  basis  is  provided  by  this  case  for  distinguishing  two  approaches: 
psychodynamic  engineering,  although  unwitting  in  this  case,  and  therapy. 
From  my  standpoint,  change  was  induced,  but  "therapy"  was  not  involved 
since  afterward  the  patient  is  no  more  insightful  or  skillful  in  problem- 
solving  than  before  seeing  the  therapist.  Rather  a  psychodynamic  aspect 
was  manipulated  to  the  positive  advantage  of  the  client.  Had  the  therapist 
planned  it  that  way,  the  outcome  would  have  been  the  same.  However, 
the  patient  is  rendered  no  less  susceptible  to  the  exertion  of  influence  by 
authority. 

Albert  Ellis  .  .  . 

Assuming  that  the  therapist  in  this  case  is  correct,  as  he  well  may  be, 
and  that  his  remark  about  the  fortune  teller  actually  enabled  this  woman 
to  get  over  her  obsessive-compulsive  behavior,  the  therapist's  hj'pothesis 
about  post-h)q3notic  suggestion  may  or  may  not  be  valid.  Certainly,  it  is 
one  possibility.  It  would  seem  to  me,  however,  that  it  only  partially  ac- 
counts for  this  and  similar  psychotherapeutic  "ciues,"  since  it  leaves  un- 
explained the  nature  and  eflFectiveness  of  post-hypnosis  itself. 

A  simpler,  and  at  the  same  time  more  comprehensive,  explanation  of 
the  phenomenon  in  question  might  be  hypothesized  along  the  following 
lines.  If  we  ask  what  is  the  basic  origin  of  any  neurotic  symptom,  the 
answer  would  appear  to  be:  some  kind  of  illogical,  inappropriate,  or  irra- 
tional perception  or  thought.  For  if  any  human  being  were  compJetehj 
logical  and  rational,  he  could  hardly  keep  perpetuating  any  childish  or 
"neurotic"  behavior.  All  adult  behavior,  including  all  so-called  "emotional 
behavior,"  is  accompanied  by  some  kind  of  (conscious  or  unconscious) 
ideation;  without  this  ideation,  the  behavior  would  not  exist.  Thus,  if  an 
individual  were  not  telling  himself  something  like,  "this  is  fearful,"  or,  "this 
is  something  that  I  should  be  afraid  of,"  he  would  never  experience  fear; 
and  if  he  were  not  telling  himself  something  like,  "I  must  kill  my  wiie 
and  children  with  a  kitchen  knife,"  he  would  never  feel  compelled  to 
carry  out  this  thought  into  action. 

If,  as  is  here  hypothesized,  adult  human  beings  invariably  accompany 
theii"  overt  behavior  with  underlying  ideas  ( or  internalized  sentences ) ;  tmd 
if  illogical  and  iirational  ideas  ( or  self -repeated  sentences )  lead  to  child- 
ish or  neurotic  behavior;  then,  basically,  neurosis  originates  in  ( 1 )  inappro- 
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priate  suggestions  which  are  first  made  to  human  beings  from  some  outside 
sources  and  (2)  in  their  autosuggestively  then  repeating,  or  reinfecting 
themselves,  with  these  suggestions,  over  and  over  again,  ad  nauseam.  Or^ 
otherwise  stated,  the  fundamental  cause  of  human  emotional  disturbance 
is  the  original  indoctrination  and  subsequent  self-reinfection  of  the  dis- 
turbed persons  with  what  are  essentially  illogical,  silly,  or  superstitious 
notions  or  sentences. 

If  this  hypothesis  is  true,  then  it  is  easy  to  see  how  the  patient  in  this 
case  could  have  been  originally  indoctrinated  with  the  superstition  that 
fortune-tellers  give  correct  information;  and  how,  continually  reinfecting 
herself  with  this  erroneous  belief,  she  could  have  become  fearful  of  her 
marriage  ending,  in  one  way  or  another,  and  if  necessary  by  her  own 
violent  attacks  on  her  husband  and  children,  after  five  and  a  half  years. 
Then,  coming  into  contact  with  a  respected  therapist,  she  could  have 
been  eflFectively  depropagandized  of  her  original  superstitious  belief,  and 
accepted  as  gospel  his  simple  countersuggestion  that  fortune-telling  is 
worthless. 

In  general,  I  feel  that  virtually  all  disturbed  behavior  in  adults  is 
caused  by  some  original  illogical,  irrational,  or  superstitious  suggestions 
from  external  sources;  that  this  suggestion  is  then  internalized,  continu- 
ally acted  upon,  and  "reconfirmed"  over  and  over  again,  until  it  leads  to 
"emotional"  or  other  overt  acts;  and  that  it  and  the  disturbed  behavior  to 
which  it  leads  can  only  be  overcome  by  eflFective  countersuggestion  of  one 
kind  or  another.  Usually,  it  takes  a  competent  therapist  many  sessions, 
with  the  use  of  several  different  countersuggestive  techniques  (such  as 
acceptance,  permissiveness,  analysis  of  transference  relations,  frank  sug- 
gestion and  advice,  and  so  forth)  to  undermine  the  original  and  long- 
standing pernicious  suggestive  influences.  But  occasionally,  as  in  the  case 
reported  here,  his  countersuggestion  can  become  instantaneously  effec- 
tive, especially  when  his  general  demeanor  arouses  confidence  in  the 
patient  and  when  she,  as  in  this  case,  has  a  strong  incentive  to  listen  to 
his  countersuggestive  influences. 

Iago  Galdston  ... 

To  my  mind  this  "incident"  points  up  two  significant  considerations. 
The  first  is  the  need  for  the  therapist  to  calibrate  his  communication  pat- 
terns, media,  and  range  with  those  of  his  patient.  The  second  is  the  potent 
factor  of  suggestion,  ever  present  in  all  communication.  In  this  "incident" 
both  these  considerations  are  set  forth  in  stark  pattern.  The  patient  was 
"intellectually  quite  primitive."  The  therapist  dealt  with  her  primitively. 
He  communicated  with  her  on  her  own  level  and  in  her  own  vernacular. 
He  was  the  soothsayer,  the  fortune  teller,  the  shaman  who  cast  out  the 
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evil  spell  an(jtlier  had  set  upon  l)er.  I  doubt  that  tlie  woman's  obsession 
is  indeed  eomparable  to  a  posthypnotie  command.  It  was  rather  an  affirma- 
tion which  operated  as  an  enduring  suggestion. 

It  is  reported  by  Jones  that  wlu.'n  Freud  was  still  uud(;r  the  influence 
of  Fliess'  "numerology,"  he  anticipated  an  early  death  because  it  was 
forecast  in  certain  of  his  vital  dates.  Not  only  the  "intellectually  quite 
primitive"  are  subject  to  suggestion.  Every  man  is.  We  differ  only  in  sus- 
ceptibility, and  most  of  us  are  more  susceptible  than  we  are  prone  to  admit 
even  to  ourselves. 

Suggestion  enters  into  every  therapeutic  contact.  When  conscionable 
and  deliberate,  it  is  useful  and  salutory.  Strive  to  disbar  it,  and  it  will 
smuggle  itself  in,  all  your  efforts  despite,  and  not  always  to  the  benefit  of  the 
therapeutic  enterprise. 

As  to  calibration  of  communication,  it  is  not  always  downgrade.  It  is 
as  requisite  when  dealing  with  the  intellectually  overinvested  as  with  the 
intellectually  primitive.  It  is  only  a  bit  more  demanding. 

Ernest  Hilgard  .  .  . 

The  correction  of  a  superstitious  belief  evoked  by  a  fortune-teller 
through  the  countermagic  of  a  therapist  sounds  plausible  enough,  but 
calls  for  some  discussion  not  only  of  this  case  but  of  magical  beliefs  in 
general. 

Superstitious  ( magical )  thinking  is  far  more  widespread  than  we 
usually  suppose.  According  to  a  careful  estimate,  there  are  24,000  "water 
witches"  in  the  United  States  compared  with  a  little  over  half  that  number 
of  psychologists.  Although  there  is  not  a  shred  of  evidence  that  a  forked 
stick  bends  in  the  presence  of  water,  this  does  not,  in  an  age  of  science, 
seem  to  make  much  difference  to  the  belief  in  the  efficac)'  of  such  de\ices. 

It  is  supposed  that  magical  beliefs  begin  in  childhood,  where  the  dis- 
tinction between  wish  and  reality,  between  fantasy  and  perception,  is 
still  blurred.  A  little  egocentricity  is  enough  to  engender  feelings  of  om- 
nipotence because  there  is  no  effective  counterargument.  The  same  thing 
continues,  however,  in  some  fraction  of  adult  fantasy,  some  of  which  is 
expressed  in  beliefs  such  as  those  studied  in  the  book  When  Froplicsi/ 
Fails} 

What  happens  when  a  false  belief  is  magicalh'  inculcated?  There  may 
develop  a  "saga"  that  will  help  the  belief  to  perpetuate  itself.  That  is. 
as  in  the  case  of  systematized  delusions,  e\ents  ^^"ill  be  interpreted  as 
pointing  toward  the  expected  fulfillment.  It  is  not  unlikeh"  that  for  this 
patient  her  fear  that  her  marriage  would  terminate  at  the  end  of  a  few 

1  L.  Festinger,  H.  W.  Rieken,  and  S.  Scheeter,  AV/ic/i  Prophesy  Fails  (,  Minneapolis: 
University  of  Minnesota  Press,  1956 ) . 
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years  made  her  interpret  any  disagreement  with  her  husband  as  a  fore- 
boding of  worse  to  come.  While  she  did  not  talk  about  this  openly,  it  was 
near  the  surface  and  expressed  itself  in  the  hostile  fantasies. 

It  is  not  necessary  to  think  of  the  fulfillment  of  the  fortune-teller's 
prophesy  as  a  post-hypnotic  suggestion;  it  is  rather  a  controlling  belief 
that  operated  all  the  while,  but  with  a  target  date.  It  is  rather  surprising 
that  the  denial  of  belief  in  the  fortune-teller  could  reverse  the  result  of 
so  much  build-up,  except  that  the  frightening  nature  of  the  fantasies  could 
mean  a  readiness  to  give  up  the  false  belief  provided  something  could 
be  found  to  substitute  for  it. 

To  reinterpret  these  events  according  to  learning  theory  is  really  no 
easier  than  to  explain  them  in  any  other  way.  Many  kinds  of  propositions 
are  relevant,  but  few  if  any  of  them  could  stand  up  as  firmly  applicable. 
Here  are  a  few  to  try  out: 

1.  Prestige  suggestion  serves  as  a  powerful  secondary  reinforcer  for 
ideas. 

2.  The  interpretation  of  events  is  molded  by  strongly  held  beliefs. 

3.  When  channels  of  free  expression  are  blocked,  alternative  channels 
of  expression  are  chosen,  including  fantasy. 

4.  Strongly  held  beliefs  are  subject  to  change  under  certain  conditions: 

a.  If  the  belief  is  causing  pain  or  discomfort,  it  is  more  likely  to  be 
changed  than  if  it  brings  gratification. 

b.  The  competing  belief  must  promise  more  in  the  way  of  secondary 
reinforcement,  and  less  in  the  way  of  pain  or  discomfort,  than  the 
belief  it  replaces. 

c.  The  agent  or  agency  through  which  the  belief  is  changed  must  be 
of  equal  or  greater  potency  than  that  upon  which  die  original  be- 
lief depended.  ( Unless  the  psychologist  has  as  much  prestige  as  the 
fortune  teller,  it  is  unlikely  that  the  psychologist  will  prevail. ) 

An  interesting  issue  here  has  to  do  with  the  psychotherapist's  use  of 
his  prestige  to  counter  other  sources  of  prestige  that  have  influenced  be- 
lief. Obviously  he  will  sometimes  prove  to  be  effective  in  influencing  a 
patient  by  impressing  his  opinion,  but  this  has  the  dangers  inherent  in  any 
other  form  of  authoritarianism.  If  the  therapist  uses  "magical"  power  to 
overcome  ideas  that  are  themselves  of  "magical"  origin,  the  result  is  likely 
to  be  a  kind  of  truce  in  which  the  balance  of  influence  may  again  shift  to 
the  other  side;  that  is,  beliefs  taken  on  faith  are  likely  to  be  shattered  by 
other  acts  of  faith.  While  we  need  to  avoid  glibness  in  making  any  pro- 
nouncements about  psychotherapy,  it  would  appear  better  to  have  the 
belief  modified  through  the  more  realistic  processes  of  gathering  evidence 
and  making  a  judgment  on  the  basis  of  the  weight  of  evidence.  But  some- 
times this  process  may  not  be  feasible,  and  prompt  results  may  be  obtained 
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by  more  direct  attack  on  tlie  beliefs.  Once  the  dislodged  belief  leads  to 
more  realistic  action,  the  sustaining  eflPect  of  the  real  world  may  make 
the  new  belief  prevail  on  rational  grounds  even  though  it  was  at  first 
accepted  on  irrational  authoritarian  grounds. 

William  Snyder  .  .  . 

This  short  excerpt  of  an  fantastically  short  ease  happens  also  to  be  a 
classic  example  of  the  compulsive-obsessive  psychoneurosis.  The  woman's 
remarkable  cure  of  the  compulsion  to  stab  her  husband  and  children  after 
only  three  therapy  interviews  is  typical  of  many  highly  suggestible  com- 
pulsives. It  is  the  magical  "cure"  of  the  hysteric,  and  its  counterpart  is 
evident  in  the  thousands  of  crutches  tacked  to  the  walls  oi  shrines  through- 
out the  world!  Some  of  these  people  "recover"  as  a  result  of  faith  cures, 
some  following  hypnosis,  and  others  subsequent  to  the  various  and  sundry 
types  of  psychotherapy  which  abound.  Some  just  get  well  by  their  own 
power  of  autosuggestion.  They  are  a  form  of  simple  resistance  cure;  cer- 
tainly neither  this  cure  nor  those  so  similar  to  it  should  be  dignified  by  the 
name  of  psychotherapy. 

The  principle  surprise  to  tliis  reader  was  that  the  therapist  could  be 
so  unfamiliar  with  the  process;  this  would  suggest  a  very  limited  training. 
His  rather  labored  explanation  or  theory,  constructed  o  posteriori,  is  credi- 
ble but  hardly  necessary.  To  describe  the  woman  as  superstitious  is  accu- 
rate but  almost  tautological.  That  she  is  "intellectually  quite  primitive" 
is  utterly  true.  That  is  about  all  the  explanation  that  should  be  recjuired. 
Her  behavior  manifests  the  magical  thinking  of  primitives  and  small  chil- 
dren. The  explanation  of  the  eradication  by  the  therapist  of  a  five-year-old 
post-hypnotic  suggestion  made  by  a  fortune-teller  is  hardly  consistent 
with  the  best  scientific  findings  on  hypnosis.  It  is  certainly  an  unnecessarih" 
cumbersome  description  of  a  rather  simple  event.  It  explains  nothing. 

A  better  handling  of  this  case,  it  seems  to  me,  would  have  been  for  the 
therapist  to  tell  tlie  patient  in  the  third  interview  that  she  was  indeed 
not  the  slightest  bit  improved,  but  only  hoping  to  escape  tlie  painful  task- 
ahead  in  undertaking  genuine  therapy.  After  all,  why  did  tliis  %\  oman  ha\"e 
her  murderous  obsessions?  It  is  unbelievable  that  people  carry  about 
such  urges  only  because  bidden  to  do  so  by  a  fortune-teller,  a  witch,  or 
even  by  an  imaginary  voice!  The  therapist  in  this  case  seems  almost  as 
gullible  as  his  client.  I  am  not  sure  a  drastic  psvchic  shock  approach  would 
have  persviaded  the  client  to  get  down  to  business;  most  likely  not,  if  our 
experience  is  any  measure  of  prediction.  But  at  least  it  \^■ould  have  been 
more  likely  to  produce  an  eflFect,  than  was  the  supine  acceptance  of  the 
client's  erroneous  attesting  to  a  faidi-cm'e.  Actualh'  she  most  certainly 
was  not  ciued;  she  likely  found  a  new  obsession  a  week  later. 
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History 

_1  While  teaching  at  a  private  university,  one  of  my  students,  a  very 

^  handsome  statuesque  young  woman  from  the  woman's  college  came 
to  see  me.  We  had  just  been  discussing  the  psychoneuroses  in  the 
course  in  general  psychology.  This  girl  slipped  into  my  office  just  a 
little  before  noon  when  no  one  else  was  around.  I  had  noticed  her 
several  times  and  wondered  about  her.  She  had  a  pretty  face  and  a 
figure  good  enough  for  the  movies,  but  she  wore  in  her  gestures  "don't 
you  touch  me"  signs :  rigid  and  forbidding. 

Incident 

She  sat  slowly  down  in  the  chair  beside  my  desk  and  asked  in  a 
voice  barely  audible  whether  she  was  normal.  I  wanted  to  know  why 
she  was  asking.  Her  reply  propped  me  up  quickly.  All  last  summer, 
she  said,  she  had  been  obsessed  with  a  picture  of  herself  cutting  her 
mother's  throat.  She  would  be  washing  dishes,  for  instance,  see  the 
butcher  knife  and  feel  herself  reaching  for  it  and  imagine  cutting  her 
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mother's  throat.  Her  mother  would  call  her  and  at  being  called,  she 
would  imagine  getting  the  butcher  knife  and  going  through  the  act.  I 
tried  to  suggest  that  she  should  go  to  the  lady  psychiatrist  at  her 
school,  but  she  refused  adamantly.  I  was  doing  a  good  deal  of  psycho- 
therapy then,  and  because  it  was  just  before  Christmas  when  this  girl 
was  going  home,  I  decided  to  give  her  the  help  she  was  apparently 
asking  me  for. 

First,  I  suggested  that  she  must  hate  her  mother  pretty  strongly 
to  want  to  cut  her  throat.  In  typically  ambivalent  fashion,  she  pro-  '^ 
tested  that  she  did  not  hate  her  mother  at  all,  that  she  and  her  mother 
had  never  even  quarrelled.  I  had  to  Hsten  for  nearlv  30  minutes  to  a 
review  of  all  the  fine  things  her  mother  had  done  for  lier.  Her  father 
had  left  her  mother  before  she  was  born,  and  the  mother  had  had  to 
work  as  a  school  teacher  to  rear  her.  The  mother  had  made  her  prett\' 
dresses,  given  her  an  education,  and  sacrificed  in  a  thousand  wavs. 

I  could  see  that  I  was  getting  nowhere  on  this  track,  and  I  sus- 
pected that  all  this  description  of  maternal  sacrifice  was  partly  a  re- 
cital of  things  her  mother  had  been  telling  her  over  and  over.  Con- 
sidering the  notion  they  had  never  quarrelled,  I  reckoned  I  would     L. 
have  to  pierce  this  defense  in  some  other  way,  so  I  said : 

"But  it  is  you  who  have  the  images  of  cutting  your  mother's  throat. 
This  is  a  mighty  hateful  and  aggressive  thing.  You  must  be  a  terriblv 
ungrateful  girl  to  hate  your  mother  so  when  she  has  done  so  much  for 
you." 

Then  I  got  a  new  tirade,  now  in  a  hotly  resentful  voice.  Did  I  knou 
that  she,  a  college  senior,  had  never  had  a  date  in  her  life?  Did  I  know 
that  she  might  have  had  a  chance  to  go  with  a  boy  to  the  high-school 
junior-senior  banquet,  but  her  mother  had  seen  the  boy  she  hoped  to 
go  with  in  a  grocery  store  and  told  him  to  let  her  daughter  alone?  All 
her  life  she  had  had  to  hear  what  terrible  people  men  were.  It  all 
seemed  to  have  started,  according  to  her  retrospective  account,  when 
this  girl  was  involved  in  some  mild  sex  play  as  a  five-\  ear-old. 

She  must  have  talked  for  twenty  minutes,  railing  continualK"  at 
her  mother  as  if  in  justification  of  her  felt  hostility.  Then  suddenly  she 
seemed  to  "come  to"  and  realize  what  she  was  sa\  ing.  When  she  did 
she  began  to  cry  miserabl}'.  She  had  not  known  that  she  felt  this  wav. 
She  regarded  herself  as  a  terrible  girl.  At  this  point  I  assured  her  that 
she  was  not  terrible,  but  that  she  and  her  mother  had  nexer  been 
honest  with  each  other,  that  she  had  ne\er  faced  the  hostility  she  felt 
toward  her  mother.  She  guessed  this  was  true. 


^ 


<s 


204  Christmas  with  Mother 

She  planned  at  the  time  to  go  home  for  Christmas  and  say  nothing 
to  lier  mother,  but  just  continue  to  be  the  same  apparently  sweet  re- 
pressed girl  she  had  alwa\'s  been.  I  requested  her  to  be  sure  to  see  me 
at  least  once  after  the  holidays.  I  was  fairlv  confident  that  the  hostile 
obsession  would  be  gone,  but  I  was  afraid  mother  might  be  in  for  a 
stormy  vacation  with  her  daughter.  I  expected  what  had  happened  in 
these  two  hours  of  talk  to  release  the  inhibition  of  hostility  and  leave 
this  girl  overtly  the  Jiostile  girl  toward  her  mother  that  she  always 
had  been  internally. 

This  expectation  was  confirmed.  The  girl's  interview,  after  Christ- 
mas, was  one  long  tale  of  arguments.  This  girl  no  longer  had  an  ob- 
session to  cut  her  mother's  throat,  but  she  had  cut  her  mother's  spirit 
with  the  knife  of  language  repeatedh'. 

Then  came  an  unexpected  turn  of  events.  The  student's  mother 
wanted  the  Dean  of  my  student's  college  to  know  what  terrible  things 
can  happen  to  girls  who  take  ps\'chology.  She  wanted  that  psycholo- 
gist fired  who  had  turned  her  daughter  against  her.  This  was  not  too 
hard  to  straighten  out,  but  it  shows  that  dvnamite  can  explode  in  un- 
expected directions  in  consequence  of  emotional  changes  obtained 
\'ery  quickly.  All  this  happened  in  one  interview  of  about  two  hours 
of  therapeutic  talk  with  this  girl. 

Discussion 

Emotional  habits  are  considered  hard  to  change.  One  usually  hears 
about  how  long  it  takes.  This  is  what  makes  such  help  so  expensive. 
Sometimes,  however,  a  significant  change  can  be  obtained  quickly  in 
psvcliotherapy,  but  some  unforeseen  consequences  may  also  occur. 

One  might  ask  what  were  the  considerations  that  I  took  into  ac- 
count  while  the  client  was  defending  her  mother,  when  I  came  to  a 
decision  that  it  would  be  safe  to  attempt  to  pierce  her  defense  with 
the  charge  that  she  was  being  ungrateful  to  a  mother  who  had  done 
so  much  in  her  behalf. 

I  put  a  great  deal  of  importance  upon  the  fact  that  this  girl  had  a 
waking  fantas>'  of  cutting  her  mother's  throat.  This  implied,  in  psy- 
choanalytic language,  that  the  repression  of  the  hostility  was  not  very 
deep.  It  implied  that  the  amount  of  anxiety  aroused  hv  hostile  im- 
pulses towards  the  motlier  were  not  so  tremendous  that  the  charge  of 
being  ungrateful  would  serve  to  throw  her  into  a  severe  depression.  I 
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was  thinking  in  terms  of  my  own  behavior  theory  of  repression  tliat 
it  is  a  response  of  inhibiting  one  of  one's  own  responses  which  tends 
to  prodnce  cues  whicli  liave  been  conditioned  to  strong  anxiety  re- 
sponses. The  escape  from  tliese  strong  anxiety  responses  is  to  stop 
tlie  response  that  produced  the  cue,  just  as  an  escape  from  an  external 
cue  wliich  arouses  anxiety  is  to  run  away  from  that  cue. 

Albert  Ellis  .  .  . 

This  case  represents  to  me  another  soHd  proof  of  the  folk  of  cornpIctc]\' 
passive,  nondirective  methods  of  psychotherapy  when  more  active  con- 
frontation seems  to  be  called  for.  Nor  do  T  believe  that  this  is  an  exceptional 
instance  of  the  successful  use  of  a  goading  or  provocative  approach.  On 
the  contrary,  I  find  that  in  a  great  many  instances  where  clients  at  first 
resist  admitting  certain  facts  and  feelings  which  can  be  obviously  deduced 
from  their  behavior,  a  forceful  insistence  by  the  therapist,  or  a  dramatic 
accusation  as  employed  in  this  critical  incident,  is  most  eflFective  in  break- 
ing down  their  "resistances." 

It  has  always  been  surprising  to  me  how  seriously  therapists  tend  to 
take  so-called  resistance  and  how  easily  they  are  intimidated  by  it.  Much 
of  what  is  called  the  client's  "resistance,"  especially  as  this  term  is  used 
in  the  psychoanalytic  literature,  is,  I  am  convinced,  largely  the  result  of 
the  client's  quite  healthy  reactions  to  the  therapist's  poor  technique.  The 
client  comes  to  therapy  asking  for  help;  the  therapist,  because  of  his 
own  prejudices,  maintains  a  passive  attitude  and  refuses  to  give  any 
substantial  help;  so  the  client,  quite  naturally  I  believe,  "resists"  the  thera- 
pist and  often  ends  up  by  quitting  therapy. 

At  the  same  time,  considerable  genuine  resistance  must  also  be  ex- 
pected in  therapy,  since  the  client  has  normally  been  disturbed  for  a 
considerable  period  before  coming  for  aid  and  cannot  be  expected  to 
change  his  behavior  simply  because  the  therapist  explains  why  he  has 
been  acting  in  a  given  manner  or  asks  him  to  act  differently.  Particularh- 
in  cases  like  the  one  under  discussion,  where  the  client  has  "repressed"  or 
is  loathe  to  admit  certain  underlying  feelings  of  hostiIit\-,  we  must  expect 
resistance  to  insight  and  action  to  occur. 

All  right,  then;  so  the  client  often  resists.  School  children  as  well  as 
college  students  also  resist  learning  new  things,  changing  their  beha\ior. 
But  is  this  any  reason  why  teachers  should  stop  trv  ing  to  get  them  to 
learn  and  to  change?  The  therapist's  job,  more  often  than  not.  is  to  accept 
resistance  for  what  it  is  worth — nameh%  highlv  expectable  disinclination 
to  give  up  a  well-trodden  road  for  a  relati\'ely  unexplored  one — and  to 
keep  hacking  away  at  it,  often  by  a  sheer  process  of  attrition,  until  it  is 
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overcome.  To  be  bulldozed  by  it,  and  cravenly  retreat  in  the  face  of  its 
"hopelessness,"  is  certainly  to  take  a  nontherapeutic,  and  often  an  anti- 
therapeutic,  attitude. 

In  the  case  in  question,  the  therapist  fortunately  takes  the  client's 
resistance  with  a  bucket  of  salt  and  ( 1 )  tries  an  unsuccessful  frontal  at- 
tack on  it  then  (2)  tries  a  very  successful  flank  attack.  My  own  feeling  is 
that  if  the  flank  attack  had  not  worked,  the  best  procedure  probably  would 
have  been  to  return  to  the  frontal  attack,  and  to  keep  at  it  until  the  client's 
resistance  had  been  beaten  down.  In  my  own  cases,  no  matter  how  stiff 
the  client's  resistance  originally  was,  I  have  rarely  seen  a  case  where  I 
could  not,  by  one  method  of  attack  or  another,  eventually  overcome  it. 
Naturally,  this  procedure  of  attacking  clients'  resistances  has  its  own  dan- 
gers, especially  that  of  the  client  leaving  therapy.  I  find  in  actual  practice, 
however,  that  very  few  of  them  do  leave  for  this  reason,  and  that  still 
fewer  experience  the  pernicious  effects,  such  as  psychotic  breaks,  which 
the  literature  so  cavalierly  assumes  that  they  may  experience  under  these 
circumstances. 

What  is  commonly  forgotten  in  this  connection  is  that  the  therapist 
is,  almost  by  definition,  supposed  to  be  emotionally  stronger  and  healthier 
than  the  client.  If  this  is  true,  and  if  in  addition  the  therapist  is  adequately 
trained,  there  should  be  relatively  few  instances  where,  in  the  long  run, 
his  strength  and  knowledge  cannot  overcome  the  client's  neurotic  (or 
even  psychotic)  resistances.  If  the  therapist  is  unduly  intimidated  by 
these  resistances,  then  it  would  be  my  feeling  that  he  is  not  sufficiently 
stable  and  healthy  to  do  effective  psychotherapy  and  that  he  had  better 
stick  to  some  nontherapeutic  speciality. 

Jerome  D.  Frank  ... 

Two  of  the  factors  which  impede  rapid  change  of  attitudes  in  patients 
are  lack  of  sufficient  emotional  involvement  in  treatment  and  lack  of  self- 
confidence.  Emotional  involvement  supplies  the  motive  power  for  change 
of  attitude,  and  self-confidence  gives  the  patient  courage  to  look  at  his 
feelings  squarely  and  to  attempt  new  ways  of  dealing  with  them. 

In  this  incident  both  factors  were  favorable  for  rapid  change.  The  girl 
was  in  severe  and  acute  emotional  distress  so  that  the  motivation  for  change 
was  high.  The  therapist  was  able  to  strengthen  the  patient's  self-confidence 
in  two  days.  Part  of  her  demoralization  sprang  from  the  fear  that  her 
phantasy  of  cutting  her  mother's  throat  with  a  butcher  knife  was  "abnor- 
mal," that  is,  that  she  was  crazy.  The  therapist,  by  giving  her  a  plausible 
and  rational  explanation  for  this  thought,  markedly  alleviated  this  fear. 
He  further  bolstered  her  self-confidence  bv  his  acceptance  of  her  hostile 
feelings  which  were  strongly  laden  with  guilt.  , 
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The  actual  means  by  which  the  therapist  accomphshcd  the  latter  is 
also  of  int(!rest.  Th(!  patient  conkl  not  dircxtly  accept  the  tlioiight  that 
she  hated  her  mother;  but  when  the  therapist  put  himself  in  the  rn(;ther's 
role  and  threw  up  to  the  patient  the  same  accusation  of  ingratitude  that 
the  mother  must  often  have  made,  the  patient  was  able  to  ventilate  hr-r 
feelings  about  the  mother  in  the  guise  of  defending  herself  against  thf? 
therapist's  accusation.  In  this  way  her  initial  guilt  was  circumvented  long 
enough  for  the  angry  feelings  to  come  out. 

Parenthetically,  I  have  noted  that  medical  students  who  c{;me  to  see 
me  because  the  psychiatric  course  has  aroused  fears  that  they  may  have 
a  psychiatric  disorder,  have  a  good  prognosis.  This,  I  think,  is  partly  be- 
cause their  reaction  to  the  course  shows  that  they  are  suggestible,  that  is, 
readily  accessible  to  interpersonal  influences,  and  partly  because  their 
coming  to  the  psychiatrist  indicates  a  readiness  to  accept  the  type  of  help 
he  can  offer  and  an  expectancy  of  relief  from  it. 

A  final  factor  which  accounts,  I  think,  for  the  rapidity  of  change  was 
that  the  patient  was  able  almost  immediately  to  test  out  her  new  wav 
of  behaving  and  find  out  that  it  worked;  in  terms  of  learning  theory,  it 
became  reinforced.  Even  though  the  scenes  with  the  mother  must  have 
been  very  painful  for  both,  I  doubt  if  they  were  as  painful  to  the  patient 
as  her  previously  bottled-up  emotion. 

I  must  confess  to  some  sympathy  for  the  mother.  She  undoubtedly  had 
not  been  aware  of  her  daughter's  hostile  feelings  and  had,  in  fact,  made 
many  sacrifices  for  her,  so  that  the  shock  must  have  been  all  the  greater 
for  her. 

I  wonder  what  the  psychologist  "straightened  out"  with  respect  to  the 
mother's  complaint  to  the  Dean.  Does  he  mean  that  he  straightened  out 
his  position  with  the  Dean  or  that  he  was  able  to  help  the  mother  to 
see  what  was  happening?  In  this  connection  it  would  be  interesting  to 
know  whether  this  episode  was  followed  by  an  improved  relationship  be- 
tween mother  and  daughter.  To  what  extent  was  the  daughter  able  to 
get  past  her  hateful  feelings  to  a  genuine  appreciation  of  what  the  mother 
actually  had  done  for  her,  and  was  the  mother  able  to  understand  the 
extent  to  which  she  had  inhibited  her  daughter?  Also,  was  the  change  in 
attitude  towards  her  mother  accompanied  by  any  lessening  of  her  inhibi- 
tions with  respect  to  men? 

Ernest  Hilgard  .  .  . 

The  girl  who  both  loved  and  hated  her  mother,  but  was  mixed  up  about 
it,  represents  what  is  perhaps  the  most  familiar  tv-pe  of  conflict,  namely 
that  in  which  there  are  both  approach  and  avoidance  tendencies  or  what 
we  usually  call  ambivalent  attitudes.  Such  conflicts  can  be  simulated  in 
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the  psychological  laboratory  in  experiments  with  animals,  and  have  led 
to  interpretations  based  on  behavior  theory  whether  of  the  Lewin  type 
( as  by  Barker )  or  of  the  Hull  type  ( as  by  Neal  Miller ) .  The  usual  demands 
of  the  social  environment,  reinforced  by  all  manner  of  secondary  rein- 
forcers,  as  well  as  by  anxiety-reduction,  tend  to  favor  the  overt  expression 
of  the  more  accepting  and  pleasanter  attitudes.  What  becomes  of  the 
other  side  of  the  coin  furnishes  special  problems  for  theory.  If  the  nega- 
tive attitudes  are  not  expressed,  are  they  lost  (through  some  sort  of  for- 
getting through  disuse),  or  are  they  merely  inhibited  (perhaps  by  some 
sort  of  conditioned  inhibition  that  is  subject  to  disinhibition )  so  that  they 
exist  but  are  "repressed"? 

The  case  material  suggests  one  kind  of  answer:  the  "repressed"  behavior 
has  expressed  itself  in  fantasy,  so  it  has  not  been  lost;  the  later  outpouring 
shows  that  resentment  of  the  mother  is  pretty  near  the  surface.  If  one 
were  to  stick  with  a  learning  interpretation,  he  would  have  to  distinguish 
between  the  reinforcement  of  the  overt  statements,  and  some  kind  of 
subtle  reinforcement  of  privately-held  but  covertly  expressed  statements. 
Thus  overt  actions  are  punished,  but  fantasv  is  not.  Fantasy,  which  serves 
some  kind  of  gratification  and  reduces  anger,  is  thereby  reinforced,  with- 
out facing  the  rebuff  of  overt  social  action.  This  may  in  some  way  keep 
alive  the  source  of  the  anger  also,  even  though  it  does  not  come  to  full 
A'erbal  expression  under  usual  circumstances. 

Had  there  been  a  more  self-punishing  conscience,  it  is  probable  that 
the  fantasy  of  cutting  the  mother's  throat  ^^'Ould  have  been  deflected  to 
some  less  forbidding  action,  such  as  perhaps  the  fantasy  of  hurting  an 
animal.  The  fact  that  the  mother  appeared  directlv  in  the  fantasy  suggests 
that  the  inhibition  against  the  expression  of  hostility  toward  the  mother 
was  not  very  strong.  The  therapist  sensed  this  and  was  guided  by  it  in 
trying  to  release  statements  of  anger  against  the  mother. 

An  interesting  feature  of  the  therapist's  performance  was  his  shift 

from  the  position  that  the  fantasv  indicated  hatred  of  the  mother  to  the 

position  that  the  patient  was  hateful  for  having  hostile  thoughts  about  a 

mother  who  was  good  to  her.  This  shift  in  tactic  had  the  desired  results, 

that  is,  release  of  statements  of  anger  against  the  mother,  but  this  calls, 

too,  for  explanation.  Learning  theory  tends  to  be  weak  in  discussing  the 

organization  of  motives  that  are  built  around  the  self,  the  self-image,  or 

self -perception.  The  need  to  appear  as  a  "good  girl"  was  very  strong.  This 

was  her  self-perception  while  she  was  saying  proper  things  about  her 

mother.  When,  however,  she  was  accused  of  being  hateful  because  of 

her  fantasies,  she  faced  a  change  in  her  self-perception  which  called  for 

restitution,  or,  in  Festinger's  expression,  she  had  to  reduce  the  "dissonance" 

between  her  self-image  and  the  statement  about  her  by  the  therapist.^ 

1  Leon  Festinger,  A  Theory  of  Cognitive  Dissonance  (Evanston,  Dl.:  Row  Peterson 
&  Company,  1957), 
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The  best  way  out  was  to  show  that  she  was  all  right  and  her  mother  all 
wrong.  That  she  proceeded  to  do.  It  is  almost  a  reversal  of  figure-ground 
relations:  first,  I  am  good  because  I  say  nice  things  about  mother;  second, 
I  am  not  bad  for  saying  unkind  tlnngs  about  a  mother  who  deserves  them. 
In  both  cases,  she  maintains  a  favorable  self-image.  This  is  undoubtedly 
important,  but  learning  theorists,  as  such,  have  had  little  to  sav  about  this 
kind  of  motive. 

A  further  problem  arises  concerning  the  therapeutic  value  of  the  re- 
lease of  anger.  The  author  of  the  incident  has  his  own  answer.  He  says 
that  the  anxiety  responses  of  the  girl  were  conditioned  to  the  very  act  of 
inhibiting  anger;  that  is,  when  the  girl  inhibited  expressions  of  anger 
to  her  mother  she  aroused  in  herself  the  disturbing  fantasies  as  conditional 
responses.  When  she  no  longer  inhibited  anger,  the  inhibition  that  trig- 
gered fantasy  was  gone,  and  the  fantasies  were  then  gone,  too. 

There  are  always  a  few  steps  missing  in  all  of  these  interpretations, 
and  we  have  to  be  very  careful  about  offering  plausible  interpretations.  A 
positive  effect  of  permitting  the  expression  of  anger  was  to  put  the  young 
woman  on  the  road  to  problem-solving  behavior,  a  point  that  would  per- 
haps be  made  by  Mowrer.  She  could  not  talk  in  the  presence  of  her  mother 
about  her  need  to  have  dates  with  boys  if  she  were  to  grow  up  normally, 
that  boys,  with  all  their  faults,  are  part  of  the  world,  that  mother  had  to 
lay  off  her  or  she  wouldn't  grow  up.  Once  problem-solving  beha\  ior  oc- 
curs, some  of  the  deflected  behavior  may  disappear  because  it  no  longer 
serves  any  purpose. 

The  problem  of  fantasy-production  is  a  very  important  one  that  has  not 
been  well-integrated  into  contemporary  psychology,  despite  the  use  of 
projective  tests  and  the  awareness  of  psychoanalytic  interpretations.  It  is 
often  forgotten  that  Freud  made  the  production  of  fantasies  a  very  primi- 
tive process  (wish-fulfilling  under  the  pleasure  principle)  and  in  regressed 
states  we  tend  to  find  hallucinations  (for  example,  in  schizophrenia:  in 
restricted  environments).  Perhaps  the  use  of  fantasy,  especially  spon- 
taneous and  uncontrolled,  as  in  this  case,  always  indicates  some  loss  of 
normal  interaction  with  the  phvsical  and  social  environment,  so  that  it 
may  be  thought  of  as  a  sign  of  regression  as  well  as  of  repression.  But  all 
this  is  too  speculative  to  derive  from  this  case! 

Fay  Karpf  .  .  . 

In  order  to  be  able  to  interpret  this  critical  incident,  it  would  be  neces- 
sary to  know  why  the  student  "refused  adamantlv"  the  suggestion  of  her 
instructor  "that  she  should  go  to  the  ladv  ps\"chiatrist  at  her  school."  It 
may  have  been  for  one  of  any  number  of  important  reasons  which  could 
affect  subsequent  therapy.  Was  it  because  she  did  not  like  the  psychiatrist 
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for  some  valid  or  questionable  reason,  or  because  she  had  disqualifying 
information  about  the  psychiatrist,  or  perhaps  because  she  had  aheady 
seen  this  psychiatrist  (in  which  case  the  instructor  should  certainly  have 
consulted  her  before  undertaking  treatment  himself)?  Or  was  it  that  the 
instructor  was  a  flirtatious  challenge  the  student  was  going  to  "make"  ( in 
which  case  her  dramatic  formulation  of  her  problem  may  have  been  con- 
nected with  her  choice  of  the  instructor  as  therapist),  or  was  it,  finally, 
that  she  was  just  more  comfortable  with  an  instructor,  like  her  mother, 
despite  her  expressed  hostility,  or  for  any  number  of  other  significant 
therapy-related  reasons? 

The  purpose  of  these  questions  is  to  indicate  that  unless  the  instruc- 
tor knew  a  great  deal  more  about  the  student  than  appears  from  his  ac- 
count of  the  critical  incident,  he  might  have  been  getting  into  a  serious 
situation  without  the  preliminary  exploration  that  every  cautious  therapist 
routinely  undertakes.  Further,  with  regard  to  the  student  herself,  we  should 
know  something  more  than  the  few  appreciative  remarks  the  instructor 
makes  about  her  physical  appearance  and  his  impressionistic  judgment 
that  "she  wore  in  her  gestures  'don't  you  touch  me'  signs:  rigid  and  for- 
bidding." What  kind  of  person  was  she?  What  was  her  level  of  performance 
as  a  student?  How  did  she  get  along  with  other  students  and  other  instruc- 
tors? What  were  her  extracurricular  activities,  her  basic  interests  and 
aspirations?  Who  were  her  close  associates?  And  so  on.  As  for  wondering 
whether  or  not  she  was  normal,  what  imaginative  student  at  the  time  of 
his  first  acquaintance  with  the  psychoneuroses  doesn't  wonder  whether 
or  not  he  or  she  is  altogether  normal?  The  alert  instructor  must  be  pre- 
pared to  appraise  the  situation  with  therapeutic  responsibility. 

In  the  absence  of  all  this  information,  one  can  only  say  that  the  instruc- 
tor was  taking  on  a  very  risky  professional  responsibility  unilaterally,  and 
he  may  have  been  just  fortunate  that  the  "unforeseen  consequences"  were 
not  more  serious  than  they  actually  were,  for  dynamite  can  indeed  "ex- 
plode in  unexpected  directions  in  consequence  of  emotional  changes  ob- 
tained very  quickly"  if  you  have  not  taken  measures  to  wall  off  the 
explosion  properly. 

And  what  was  accomplished  in  the  single  two-hour  interview  of  release 
therapy?  Was  the  mother  perhaps  justified  in  complaining  about  the  thera- 
peutic result,  especially  since  the  instructor's  procedure  was,  according 
to  him,  based  on  his  thinking  "in  terms  of  my  own  behavior  theory  of  re- 
pression," which  seems  a  rather  flimsy  basis  for  treatment  of  an  obsessive 
hostility.  For  the  girl  was  left  with  an  overtly  hostile  attitude  toward  her 
mother  without  any  attempt  having  been  made  to  give  her  real  insight 
into  her  reaction  to  her  mother's  behavior  or  to  develop  a  more  constructive 
outlook  toward  their  continued  relationship  on  a  more  wholesome  basis. 
The  girl  already  felt  guilty  because  of  what  transpired  in  the  interview,  and 
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for  her  to  continue  to  dcp(;nd  on  hc'r  n^iotlicr  while  moved  by  such  overt 
hostihty  toward  her,  could  only  result  in  an  accumulating  burden  of  guilt 
which,  in  the  long  run,  might  be  as  destructive  as  the  original  difficulty. 
And  yet  the  instructor  was  planning  to  see  the  girl  only  once  more  to  get 
a  report  of  what  occurred  during  the  Christmas  vacation  visit  with  the 
mother.  He  could  instead  have  taken  the  opportunity  at  least  to  attempt 
to  build  up  a  sound  basis  of  relationship  between  m(jther  and  daughter. 
It  is  often  possible  to  do  much  for  another  family  member  (or  even  a 
'whole  family  unit)  through  planned  constructive  therapy  with  a  single 
patient  member.  But  this  is  a  rather  controversial  point  and  hence  refjuires 
further  comment. 

Quite  apart  from  specific  details,  then,  this  critical  incident  highlights 
an  important  problem  about  which  there  have  been  differences  of  view- 
point and  position  since  the  early  period  of  the  modern  psychotherapeutic 
movement,  to  which  the  controversial  literature  of  the  period,  especially 
following  the  break  between  Freud  and  Jung,  amply  testifies.  This  is  the 
difficult  and  controversial  problem  of  goals  in  therapy,  which  remains 
vague  and  ill-defined  and  often  completely  unformulated.  It  would  be  a 
significant  clarifying  step  ahead  if  this  troublesome  problem  could  be  more 
definitely  and  systematically  considered  in  the  light  of  the  major  theoreti- 
cal positions  current  in  the  field  today. 

Ruth  Munroe  .  .  . 

The  therapeutic  contact  in  this  case  was  not  limited  to  the  t\vo-hour 
session.  It  clearly  included  the  course  in  psychology.  Quick  cures  usualh* 
depend  heavily  on  a  transference  relationship  to  what  we  personify  for 
the  patient.  It  is  unlikely  that  this  girl  had  confided  her  symptom  to  any- 
one else.  Her  confession  reflects  her  strong  trust  in  the  lecturer's  benign 
authority,  perhaps  in  contrast  to  fear  of  the  "abnormality"  she  may  have 
considered  already  confirmed  by  "going  to  the  psychiatrist."  The  stage  is 
set  for  an  intense  emotional  reaction.  Although  she  was  doubtless  aware 
previously  of  specific  resentments  toward  the  mother,  the  violence  of  her 
outpouring  in  response  to  his  "attack"  on  her  ingratitude  must  ha\'e  been 
really  shocking  to  her.  It  was,  however,  easily  accepted  by  her  chosen 
authority  and  explained  in  an  ego-syntonic  manner.  \\'hether  or  not  he 
referred  to  the  course  materials,  whether  or  not  she  imderstood  them,  the 
therapist  gave  her  the  absolution  of  Science  and  at  least  the  feeling  that 
she  could  understand  the  problem.  This  transference  to  tlie  therapeutic 
ego  seems  to  me  quite  as  important  as  catharsis  and  release  from  repres- 
sion. 

While  generally  sympathetic  to  this  therapist's  handling  of  tliis  case, 
I  wonder  if  he  could  not  have  accompHshed  the  same  result  witliout  tlie 
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overt  "attack"  of  the  words  precipitating  the  girl's  outpouring  of  resent- 
ment. In  my  experience  any  sharp  exaggeration  of  the  patient's  conscious 
attitude,  any  implication  that  one  is  taking  sides  against  her,  is  enough 
shock  to  provoke  the  mood-reversal.  If  the  therapeutic  shock  does  not  come 
oflF  (that  is,  if  the  patient  was  depressive  or  detached)  or  results  in  low 
moods  later,  the  patient  too  easily  remembers  overtly  hostile  phrases  (for 
example,  your  image  "is  a  mighty  hateful  and  aggressive  thing")  without 
the  attitude  and  resolution  vivid  at  the  time.  The  shock  effect  is  a  necessary 
phase  of  the  therapy,  the  importance  of  which  should  be  fully  recognized. 
Unless  the  patient  is  really  committed  to  continued  therapy,  however,  I 
think  that  one  should  be  very  careful  to  utter  no  rememberable  hostile 
phrases,  and  that  one  should  offer  vivid  positive  verbal  tags,  such  as  "Every- 
body has  hostile  feelings.  You  and  your  mother  haven't  faced  them 
honestly." 

I  speak  from  experience  with  patients  who  come  back  to  me  after  re- 
ferral, notably  college  students.  A  frequent  pattern  is  an  initial  lift,  fol- 
lowed by  a  refusal  to  return  to  the  therapist,  "justified"  by  hair-raising 
quotes.  My  stock  rejoinder  is:  "What  do  you  think  he  really  meant?  Why 
don't  you  ask  him?"  One  tries  not  to  modify  or  soften  the  essential  inter- 
pretation, but  to  reinforce  the  benign  intent  of  the  therapist.  He  can't 
treat  a  patient  who  isn't  there. 

I  wonder  also  whether  or  not  the  mother-daughter  relationship  might 
not  have  been  handled  more  constructively,  and  whether  or  not  therapy 
could  not  have  been  continued  beyond  subsidence  of  the  obsession.  The 
neurotic  symptom  is  usually  part  of  a  neurotic  character  trend.  A  college 
senior  who  has  never  had  a  date,  who  has  been  indoctrinated  with  hatred 
of  men  and  guilt  about  sex,  is  likely  to  have  problems  beyond  repressed 
hostility  to  the  mother.  Her  own  attitudes  toward  men  would  probably 
need  ventilation  and  reorientation  if  she  is  to  avoid  some  continuance  of 
the  mother's  neurosis  despite  the  current  rebellion. 

"Cutting  the  mother's  spirit  with  the  knife  of  language"  does  not  seem 
an  altogether  healthy  substitute  for  a  literal  knife.  This  poor  mother  de- 
serves sympathy  in  her  own  right,  but  is  probably  not  amenable  to  such 
"therapy"  as  a  college  can  offer.  (Some  parents  ore  helped  by  friendly 
discussion  of  a  daughter's  problems.  Often  they  are  much  more  under- 
standing than  one  expects  from  the  account  given  by  a  rebellious  child. 
At  times,  however,  tough  talk  by  the  Dean  is  the  only  recourse.  I  have 
known  deans  to  say:  "Dating  is  part  of  the  normal  student  life  at  this 
college.  If  you  do  not  wish  your  daughter  to  share  in  this  life,  we  must 
ask  you  to  withdraw  her." ) 

Toward  the  end  of  the  two-hour  session  with  this  student  I  would  have 
asked  why  her  mother  should  be  so  unreasonable  about  dates — shifting 
focus  by  leading  questions  to  some  sort  of  sympathetic  understanding  of 
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the  mothers  problems,  even  remarking  that  she  really  had  been  pretty 
heroic.  "You  are  right  to  rebel,  you  must  rebel  for  the  sake  of  your  own 
life,  but  you  have  also  been  riglit  in  loving  and  respecting  your  mother. 
Now  you  are  the  stronger  person.  Probably  you  will  still  have  to  fight  to 
prove  your  strength  to  yourself — you  haven't  known  about  it  very  long. 
Do  you  think  you  are  strong  enough  to  be  gentle?  To  give  in  on  trifles  with- 
out feeling  that  you  are  giving  in  the  way  you  used  to?  Remember  it's 
only  for  a  week  or  two.  Don't  expect  too  much  of  yourself  or  of  her."  (Of 
course,  not  given  as  a  continuous  homily. ) 

This  technique  does  not  eliminate  vacation  quarrels,  but  it  helps  keep 
them  below  the  boiling  point.  Even  more  important,  it  recognizes  the 
ambivalence  always  present  in  the  newly  rebellious  patient  and  is  pointed 
toward  a  more  mature  resolution.  If  the  therapist  supports  only  the  rebel- 
lion, he  may  find  himself  repudiated  by  the  daughter  as  well  as  the  mother. 
Indeed,  the  rebellion  itself  may  be  short-lived,  giving  way  to  renewed 
submission  and/or  more  stubborn  neurosis.  It  is  not  expected  that  the 
patient  will  fully  assimilate  understanding  of  the  tangled  relationship  in 
one  dramatic  session,  and  there  must,  of  course,  be  clear  support  of  the 
rebellion. 

In  practice  I  have  never  found  this  support  inadequate.  The  problem 
is  rather  shame  at  failure  to  avoid  quarrels.  This  I  have  tried  to  handle 
by  reassurance,  plus  effort  toward  clarification  of  what  behavior  was  es- 
sentially childish  rebellion  and  what  was  necessary  for  true  independence. 
One  is  quietly  repetitious  about  how  people  are  not  always  rational.  One 
listens  to  a  few  self-justifying  recriminations  and  asks,  "Why  was  this  so 
important?"  Often  this  question  leads  to  deep  material  which  one  ma\' 
use  or  hold  back,  depending  on  the  design  of  the  therapeutic  relationship. 
In  the  designedly  superficial  college  set-up,  I  have  usually  held  back  to 
the  level  of  ego  understanding,  slightly  deepened  by  joint  recognition  of 
outworn  childhood  patterns;  release  with  sympathy  for  failure,  but  a 
clear  statement  of  a  new  generosity  as  an  ideal. 

The  student  living  currently  in  a  difficult  home,  or  the  ^•erv  sick  patient, 
cannot  be  handled  in  this  way.  The  demands  on  a  new  ego  orientation  are 
too  great. 

This  therapist  handled  his  patient  well  but  in  m\-  opinion  did  not  suf- 
ficiently consider  her  background  and  future.  Symptom-cure  is  onh'  the 
beginning  of  psychotherapy. 

Frederick  C.  Thorne  ... 

It  is  fortunate  that  the  client  happened  to  react  so  \\ell  to  such  brief 
dii-ective  handling  (therapeutic?)  under  conditions  \\hich  might  just  as 
well  have  had  more  explosively  dangerous  results.  It  is  generalh"  conti-a- 
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indicated  to  open  up  potentially  sensitive  areas  just  before  an  enforced 
intermission  in  therapy  such  as  a  Christmas  holiday  vacation  where  the 
client  goes  directly  back  into  the  situation  provoking  her  diflBculties  with- 
out adequate  preparation.  Ideally,  the  therapist  should  remain  in  close 
enough  contact  with  the  situation  to  deal  constructively  with  complica- 
tions as  they  arise.  In  this  case,  the  explosion  between  the  girl  and  her 
mother  could  probably  have  been  avoided  by  sufficiently  bleeding  off 
the  girl's  hostilities  so  that  she  had  no  great  need  to  revenge  herself  on 
the  mother  directly.  In  our  opinion,  the  mother  had  a  legitimate  complaint 
against  such  abrupt  case  handling  which  might  have  had  very  dangerous 
results.  While  it  is  true  that  desirable  therapeutic  outcomes  frequently 
result  from  superficial  case  handling,  it  should  not  be  overlooked  that  less 
traumatic  outcomes  probably  could  have  been  achieved  with  more  sensitive 
handling.  In  particular,  the  therapist's  judgmental  evaluations  as  expressed 
in  the  following:  "But  it  is  you  who  have  the  images  of  cutting  your  mother's 
throat.  This  is  a  mighty  hateful  and  aggressive  thing.  You  must  be  a  ter- 
ribly ungrateful  girl  to  hate  your  mother  so  much  when  she  has  done  so 
much  for  you?"  may  be  regarded  as  examples  of  what  not  to  do  in  direc- 
tive psychotherapy.  Such  comments  are  superfluous  because  the  client's 
anxieties  are  already  so  intense  as  to  reflect  intense  inner  conflict,  and  she 
does  not  need  to  be  told  that  something  is  the  matter. 

Clinical  situations  where  a  client  is  dangerously  near  an  explosive  out- 
burst toward  some  source  of  frustration,  such  as  a  wife  or  parent  or  em- 
ployer, require  careful  handling  if  the  interpersonal  situation  is  not  to 
deteriorate  badly.  Ideally,  it  is  probably  desirable  to  avoid  overt  personal 
conflict  or  scenes  in  which  the  distraught  client  "tells  someone  off."  Such 
confrontations,  although  they  may  give  the  client  immediate  satisfaction 
and  ventilation  of  his  conflicts,  may  have  dire  long  term  consequences  as 
when  a  parent  is  irretrievably  hurt,  a  wife  estranged,  or  an  employer  out- 
raged. While  the  other  parties  may  be  entirely  to  blame,  and  the  client 
entirely  justified  in  his  resentments,  it  is  more  desirable  psychologically 
to  solve  the  issues  in  ways  which  do  not  strain  interpersonal  relations  so 
badly. 

In  such  cases  ( for  example  one  in  which  a  child  is  about  to  blow  up  in 
resentment  against  a  parent)  we  have  developed  the  practice  of  keeping 
the  two  people  apart  until  both  can  handle  themselves  constructively. 
This  may  be  accomplished  if  both  parties  have  sufficient  resources  and 
control  by  establishing  a  state  of  psychological  isolation  or  quarantine  in 
which  the  conflictual  areas  are  tabooed  as  subjects  for  conversation.  Gen- 
erally, we  ask  the  client  if  he  feels  able  to  handle  himself,  and  if  not  we 
advise  that  he  not  go  home  until  he  can  control  himself.  Or,  if  he  does 
try  going  home,  we  advise  him  to  leave  immediately  the  moment  that 
things  get  out  of  control.  Rarely,  where  extreme  tension  or  incompatibility 
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exists,  we  advise  the  client  to  stay  completely  away  from  the  persons  wIkj 
frustrate  him,  at  least  until  such  time  as  he  becomes  healthy  enough  to 
react  constructively. 

Actually,  it  may  take  intensive  counseling  among  all  parties  con- 
cerned to  interpret  what  is  happening  to  all  concerned.  There  are  cases, 
for  example,  where  a  child  must  live  with  a  hated  parent,  as  when  the 
child  comes  home  in  a  state  of  breakdown  and  with  nowhere  else  to  go. 
The  parent  may  be  counseled  to  accept  whatever  the  child  says,  making 
no  attempt  to  justify  past  behaviors  and  permitting  the  child  to  express 
great  ambivalence  and  hostility.  Many  parents  have  sufficient  resources 
and  control  to  patiently  work  out  a  new  relationship  once  the  therapist 
has  structured  desired  outcomes  sufficiently.  Again,  however,  we  must 
emphasize  that  such  a  therapeutic  objective  may  involve  a  good  deal  of 
work  and  should  probably  not  be  attempted  unless  conditions  seem  opti- 
mum. Rarely,  the  antagonistic  persons  may  have  to  be  separated  com- 
pletely, even  for  life,  if  the  unhealthy  chain  of  interpersonal  feelings  is  to 
be  broken  up. 

Werner  Wolff  .  .  . 

This  incident  invites  a  discussion  on  the  role  of  fantasies  in  psycho- 
therapy. Fantasies  form  part  of  the  psychic  reality,  just  as  experiences  do, 
and  according  to  psychoanalysis  they  follow  the  pleasure  principle  (the 
guiding  principle  of  the  unconscious).  Inasmuch  as  fantasies  are  an  ex- 
pression of  the  principle  of  wish-fulfillment,  they  are  produced  in  opposi- 
tion to  the  reality  principle  (created  by  the  physical  and  social  environ- 
ment). Fantasies  are  interrelated  by  perception  and  behavior  in  that  per- 
ception of  the  fusion  of  external  and  internal  reality  produces  fantasy,  and 
fantasy  ( conscious  and  unconscious )  influences  behavior.  In  psychotherapy 
a  patient  is  made  aware  of  the  interplay  of  perception,  fantasy,  and  be- 
havior. 

The  varieties  of  behavior  may  be  distinguished  according  to  ten  cate- 
gories as:  (1)  cultural  expression;  (2)  communication;  (3)  subjective 
habit;  (4)  mask;  (5)  defense;  (6)  release;  (7)  compensation;  (8)  con- 
version of  experiences;  (9)  symbolization;  and  (10)  part  of  an  integrated 
personality  pattern. 

The  fantasy  in  the  present  case,  of  cutting  the  mother's  tliroat,  appears 
to  be  opposite  to  the  patient's  apparent  perception  of  her  mother:  ".  .  .  all 
the  fine  things  her  mother  had  done  for  her  .  .  .  she  and  her  mother  had 
never  even  quarrelled."  The  fantasy  of  violence  is  also  opposite  to  the 
patient's  apparent  behavior:  '"don't  you  touch  me'  signs:  rigid  and  for- 
bidding." The  clear  opposition  suggests  a  basic  ego-superego  conflict.  Ac- 
cording to  the  case  history,  the  ego  conflict  consists  in  social-sexual  im- 
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pulses,  but  "all  her  life  she  had  had  to  hear  what  terrible  people  men  are," 
thus  paralyzing  her  social  adjustment.  The  superego  conflict  consists  in  the 
patient's  double  attitude  toward  her  mother  as  a  model  of  care  and  as  a 
source  of  prohibitions. 

The  therapeutic  analysis  of  attitudes  made  the  patient  aware  of  her 
antagonistic  response  in  behavior  and  fantasy.  Before  the  critical  incident 
her  behavior  was  over-correct  and  her  fantasy  was  violent,  while  after  the 
incident  her  behavior  became  aggressive  but  her  fantasy  became  tolerant. 
The  therapeutic  interview  produced  what  I  call  an  "existential  switch," 
namely,  "a  sudden  change  in  the  structure  of  the  existential  target  or  in  the 
means  of  approaching  it";  the  existential  target  being  "an  ultimate  goal 
which  attracts  all  of  our  efforts;  which  determines,  unconsciously,  our 
actions. "- 

Although  the  present  therapeutic  approach  was  successful,  I  feel  that 
not  enough  material  was  discovered  to  warrant  the  danger  of  dealing  with 
this  case  in  advisory  fashion,  since  at  first  glance  it  could  not  be  decided 
whether  it  was  an  id-superego  conflict  or  an  ego-superego  conflict — as  it 
happened  to  be.  Rather,  the  girl  and  her  mother  should  have  been  informed 
of  the  need  for  regular  psychotherapy,  in  which  the  structure  of  the  fantasy 
should  have  been  approached  slowly  and  systematically.  As  the  therapist 
admits,  the  sudden  piercing  of  defenses  may  cause  a  collapse  of  an  internal 
structure,  mobilizing  deeper  lying  disturbances,  anxieties,  and  depressions 
and  possibly  even  producing  psychotic  processes.  Theoretically,  a  therapy 
of  fantasies  should  be  preceded  by  an  analysis  of  the  structure  of  fantasy  in 
terms  of  behavior  and  perception  in  order  to  decide  upon  the  therapeutic 
approach  to  be  taken. 

-  Werner  Wolff,  Values  and  Personality:  An  Existential  Psychology  of  Crisis  ( New 
York:  Grune  &  Stratton,  1950),  p.  217. 
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The  patient,  Homer,  was  first  seen  b)^  the  writer  as  a  member  of  a 
psychiatric  team,  working  in  a  prison.  After  the  prisoner  had  been  pre- 
sented, the  conclusion  of  the  staff  was  that  he  was  a  neurotic  with 
some  psychotic  tendencies,  but  that  he  might  be  helped  by  psycho- 
therapy. No  one  had  the  time  to  work  with  him  except  the  wTiter, 
who  was  asked  whether  or  not  he  wanted  to  take  him  on.  The  writer 
accepted  the  assignment,  although  he  did  not  particularly  like  it  for 
two  reasons:  first,  he  had  not  been  favorably  impressed  b\  tlie  sub- 
ject or  his  history;  and  second,  he  felt  that  successful  therapy  de- 
pended, to  a  great  extent,  on  the  patient's  demand  for  it. 

Before  seeing  the  patient,  I  looked  over  his  history.  I  found  that 
he  was  40  years  of  age.  At  the  age  of  16  he  had  entered  a  theological 
seminary  belonging  to  a  small  Protestant  denomination  of  which  his 
father,  a  minister,  was  a  member.  He  had  been  ordained  at  tlie  age  of 
20  and  had  been  sent  as  a  missionary  to  Africa.  However,  in  Europe, 
he  changed  his  mind  and  returned  to  the  States,  where  for  a  number 
of  years  he  held  services  as  a  pastor  in  a  number  of  small  churches.  At 
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the  age  of  24  he  had  been  arrested  for  forgery,  but  was  not  sentenced. 
At  the  age  of  25  he  had  committed  himself  to  a  mental  hospital,  but 
was  released  after  a  week  with  the  diagnosis  of  "psychoneurotic."  He 
married  at  the  age  of  28,  became  a  father  at  the  age  of  30,  and  worked 
from  the  time  of  his  marriage  until  his  first  conviction  at  a  number  of 
jobs:  a  clerk  in  an  airlines,  a  high  school  teacher  of  English,  and 
finally  as  a  counselor  in  a  correctional  camp.  At  the  age  of  34  he  was 
convicted  of  fraud.  It  seemed  that  he  had  represented  himself  as  a 
clergyman  who  wanted  to  erect  a  Protestant  Boys  Town,  and  had 
collected  money  for  this  purpose,  but  had  spent  it  on  his  own 
needs.  As  far  as  could  be  told,  he  used  most  of  the  money  for 
publicity  purposes,  taking  his  "victims"  out  to  dinner,  making  trips  in 
connection  with  his  fund-gathering,  and  so  forth.  He  protested  lack  of 
criminal  intention  but  was  nevertheless  convicted.  He  entered  prison 
at  the  age  of  35  and  served  three  years.  During  his  incarceration,  he 
was  declared  psychotic  and  was  given  a  series  of  electric-shock  treat- 
ments. After  the  treatments,  he  was  put  to  work  in  the  psychiatric 
clinic  as  an  attendant.  He  left  the  prison  at  the  age  of  38,  rejoined  his 
wife  and  daughter,  and  went  to  work  in  a  small  Protestant  settlement 
house. 

He  worked  in  this  settlement  house  for  about  a  year  and  then  was 
arrested  for  violating  his  parole.  The  violation  was  quite  similar  to  the 
original  crime:  he  had  persuaded  people  to  give  him  sums  of  money 
for  various  charitable  works  but,  instead  of  using  the  money  for  the 
purposes  intended,  had  actually  spent  it  improving  the  settlement 
house  where  he  worked  as  a  clerk.  Instead  of  being  reconvicted,  he 
was  returned  as  a  parole  violator,  and  it  was  immediately  after  en- 
trance that  he  was  brought  to  the  staff  meeting  where  I  saw  him  in  the 
group. 

I  called  Homer  in  that  afternoon,  introduced  myself,  told  him  that 
in  the  opinion  of  the  psychiatric  staff  he  might  be  helped  by  psycho- 
therapy and  that  it  had  been  suggested  that  I  counsel  him,  but  that 
whether  or  not  he  had  psychotherapy  was  up  to  him.  He  stated  that 
he  was  overjoyed  to  be  given  therapy,  that  he  had  often  felt  this  was 
what  he  needed,  that  he  would  cooperate  fully,  and  that  he  was  most 
thankful. 

We  discussed  how  often  he  should  be  seen  and  agreed  to  meet 
three  times  a  week  in  my  office.  I  also  explained  to  him  that  I  would 
use  a  nondirective  method,  which  meant  that  he  would  take  the 
burden  of  the  discussion.  I  finally  explained  that  I  would  under  no 


The  Therapist  Was  a  Demon  219 

circumstances  ever  repeat  or  make  any  notes  about  what  he  said,  but 
that  I  would  give,  if  required,  an  over-all  (;valiiation  of  him  witli  re- 
spect to  changes.  He  agreed  to  everything,  and  we  })egan. 

For  about  ten  sessions  he  spoke  rapidly  and  I  listened  with  very 
few  comments.  The  content  of  his  statements  was  mostly  to  the  effect 
that  he  had  meant  well,  but  that  circumstances  in  his  life  had  been 
too  difficult  to  cope  with.  He  sliowed  some  resentment  toward  the 
clergy  in  general,  feeling  that  they  were  too  worldly.  He  had  some 
mild  criticism  of  his  parents,  but  expressed  great  tenderness  and  love 
for  his  wife  and  child. 

But  about  the  tenth  session  he  came  to  a  halt,  informing  me  that 
he  had  told  me  "everything"  and  that  now  I  should  tell  him  some- 
thing: what  his  errors  had  been,  how  he  should  act  in  the  future,  his 
analysis,  and  so  on.  I  merely  reflected  his  demands,  which  at  first 
puzzled  him,  then  angered  him.  Finally,  he  demanded  to  know 
whether  or  not  he  was  cured,  and  how  long  he  should  continue  with 
me.  I  kept  reflecting  these  attitudes,  which  continued  to  puzzle  liim. 
We  continued  in  this  way  for  about  ten  more  sessions,  and  his  pro- 
duction became  less  and  less.  Finally,  we  had  sessions  in  which  he 
would  come  in  and  say,  "I  guess  you  are  not  going  to  tell  me  any- 
thing." I  would  respond  somewhat  as  follows:  "You  expect  me  to  say 
something,  and  you  believe  that  I  will  not  tell  you  what  you  want  to 
know."  He  might  counter:  "Well,  I  want  to  know  whether  I  am 
through  or  not.  I  have  told  you  everything.  What  I'd  like  to  know  is 
whether  I  should  continue  any  more.  I  want  to  know  what  you  think 
of  me.  I  want  to  know  what  I  should  do.  Can't  you  tell  me  what  is 
wrong  with  me,  why  I  did  what  I  did,  and  how  I  can  avoid  any  future 
peculiar  behavior?" 

Inexorably,  I  reflected  all  statements,  trying  to  maintain  as  even 
and  as  unperturbed  an  attitude  as  possible,  but  my  replies  did  not 
satisfy  him  at  all,  and  so  we  went,  from  session  to  session,  he  relapsing 
into  a  hurt  and  puzzled  silence,  while  I  would  wait  patiently  for  the 
end  of  the  hour,  wondering  meanwhile  what  I  ought  to  do. 

By  this  time  I  had  come  to  the  following  conclusions :  Homer  did 
not  really  want  psychotherapy.  What  he  really  wanted  was  m\-  ap- 
proval that  he  was  "cured"  and  possibly  a  statement  to  that  efi^ect 
which  might  be  of  help  in  getting  him  released.  I  did  not  feel  that  he 
had  been  "honest"  with  me,  but  rather  that  he  had  regarded  me  as  a 
person  whom  he  could  not  trust,  and  who  was  to  be  manipulated.  In 
his  prison  folder  I  had  read  a  number  of  letters  he  had  written,  which 
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were  frankly  enthusiastic,  expressing  gratitude  for  tlie  help  he  had 
gotten  from  members  of  the  psychiatric  staff  on  his  previous  stay  in 
this  prison.  I  had  read,  carefully,  the  various  notes  on  him  and  came 
to  the  conclusion  that  he  was  a  scheming,  suspicious,  hypocritical  in- 
dividual, who  was  attempting  to  take  advantage  of  a  situation. 

My  own  feelings  had  two  parts :  first,  I  could  understand  his  reluc- 
tance to  talk  about  himself  in  terms  of  materials  that  might  hurt  him, 
since  his  main  desire  was  to  get  out  of  the  prison,  and  I  could  under- 
stand his  lack  of  confidence  in  me;  second,  even  though  I  thought  I 
understood  him  and  his  motives,  I  felt  that  he  really  did  need  psy- 
chotherapy, and  that  my  present  procedure  would  eventually  termi- 
nate without  any  success.  The  question  was  what  to  do  to  help  this 
person,  and  consequentlv  his  family,  his  community,  and  the  state. 
How  could  I  gain  his  confidence? 

I  discussed  Homer  with  the  ward  psychiatrist  who  informed  me 
that  Homer  ( 1 )  was  serving  as  a  stool  pigeon,  informing  on  other  in- 
mates and  ( 2 )  was  really  a  schizophrenic  and  could  not  be  helped  by 
psychotherapy.  He  advised  me  to  give  up  the  case  as  impossible. 

Incident 

About  the  twenty-first  session,  after  about  seven  weeks  of  "treat- 
ment," I  finally  said  to  Homer:  "You  have  continually  asked  me  to 
evaluate  you,  to  give  you  my  opinion.  Against  my  better  judgment,  I 
shall  do  so.  But  you  must  promise  that  as  soon  as  I  finish  telling  you 
what  I  think  of  you,  you  must  leave." 

He  agreed  and  I  began  a  five  minute  summary,  that  went  some- 
thing as  follows : 

"I  see  you  as  a  very,  very  stupid  person,  one  who  is  so  steeped  in 
deceit  and  hypocrisy  that  you  cannot  accept  another  person  at  face 
value.  You  have  told  me  a  lot  of  unimportant  material,  and  you  think 
that  I  am  stupid  enough  to  believe  you.  I  really  want  to  help  you,  but 
I  think  all  you  want  to  do  is  to  manipulate  me  and  the  situation.  You 
are  a  liar  and  a  dishonest  person,  because  as  I  see  things,  you  are  get- 
ting an  opportunity  that  you  may  never  again  have  in  your  life — to 
really  get  to  understand  yourself.  I  resent  your  bootlicking  tenden- 
cies, all  the  sweet  words  you  have  said,  which  I  feel  certain  you  do 
not  believe.  You  have  wasted  mv  time  and  yours,  and  you  think  I  am 
foolish  enough  to  fall  for  your  nonsense." 
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I  waved  him  out  of  the  office  when  I  concluded.  I  was  agitated  and 
angry,  and  he  looked  pale  and  stunned. 

The  next  appointment  he  did  not  meet.  I  went  to  see  him  tlie  day 
after,  and  he  said  he  would  come  to  the  next  session,  but  he  did  not.  I 
went  the  day  after  once  again,  and  this  time  he  came  to  my  office, 
bringing  with  him  a  manuscript  which  he  offered  me.  It  was  entitled, 

"The  Demon  of  — ."  I  asked  him  to  read  it,  and  he  did,  and  the 

essay  went  to  the  effect  that  in  prisons,  physical  torture  had  given  way 
to  psychological  torture,  and  that  the  way  it  was  done  was  to  gain  the 
confidence  of  a  prisoner  and  then  hurt  him  cruelly.  Tlie  main  devil 
of  the  particular  institution  was  the  therapist. 

After  he  finished,  we  looked  at  each  other,  and  suddenly  he 
stated:  "You  were  right,  I  did  lie  to  you.  I  thought  it  over.  Now  I 
want  to  really  get  therapy." 

I  shook  my  head  and  ordered  him  out  of  tlie  office,  saying,  "You 
had  your  chance;  it  is  too  late." 

The  next  day,  however,  I  called  for  him,  and  when  he  came  in  I 
told  him:  "Yesterday,  you  wanted  to  continue  therapy,  and  said  you 
wanted  to  tell  the  truth,  but  I  sent  you  away  for  this  reason:  I  did  not 
want  to  take  advantage  of  your  mood  of  excitement.  If  we  are  to  do 
therapy,  you  should  know  what  it  is  all  about.  I  am  not  particularly 
interested  in  learning  about  you.  What  I  do  want,  however,  is  that  you 
should  accept  me  as  I  state  myself  to  be,  and  that  you  do  not  try  to 
take  advantage  of  me." 

We  began  once  again,  still  using  the  nondirective  method,  and  this 
time  the  story  was  completely  different.  For  about  20  sessions  I  lis- 
tened to  a  variety  of  stories:  how  his  parents  fought  bitterly  about 
money;  how  the  mother  had  driven  one  of  her  sons  to  suicide;  how 
Homer  used  to  go  to  the  attic  of  the  seminary  to  pray,  but  in  reality  to 
masturbate;  how  he  sinned  in  smoking,  gambling,  and  whoring,  sins 
of  equal  importance;  how  he  did  not  really  Io\'e  his  wife;  how  he  did 
not  believe  in  God;  actually  hated  Christ;  and  so  forth.  And  then,  dur- 
ing the  therapy,  slowly,  he  began  to  change  attitudes  towards  religion, 
his  parents,  his  wife,  and  so  forth.  He  began  to  manifest  signs  of  ma- 
turity, self-acceptance,  and  humility.  We  finally,  on  his  request,  ter- 
minated therapy.  He  was  produced  before  the  ps}chiatric  committee 
and  was  considered  "much  improved." 

The  writer  followed  Homer  for  se\'eral  )ears,  both  in  prison  and 
out,  the  latter  through  correspondence,  and  he  appeared  to  ha\e  made 
a  good  and  uneventful  adjustment. 
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Discussion 

The  incident,  of  course,  was  the  "verbal  shock  therapy."  As  far  as 
I  can  see,  using  it  did  cause  a  considerable  change  in  the  climate  of 
the  therapy,  with  Homer  changing  from  an  extremely  self -protecting 
individual,  with  no  confidence  in  his  therapist,  to  a  person  who  did 
have  confidence. 

Why  should  this  have  had  this  effect?  From  where  I  stand:  he 
simply  did  not  trust  the  therapist  before,  but  did  afterwards.  Why? 
Before,  I  had  been  a  kind  of  official,  interested  in  doing  a  job,  but  not 
interested  in  Homer.  After,  because  of  my  anger,  I  became  a  person, 
and  one  who  was  interested  in  him.  Refusal  to  listen  to  his  "confes- 
sion" when  he  was  in  a  hysterical  mood  gave  him  further  confidence 
that  I  was  not  interested  in  "prying"  and  "learning  about  him,"  but 
that  I  was  really  interested  in  him  as  a  person. 

When  I  freed  myself  from  artificial  restraints  and  let  myself  go, 
and  when  I  manifested  an  attitude  of  fairness,  this  gave  Homer  con- 
fidence in  me,  and  consequently  in  himself.  By  unmasking  both  of 
us  simultaneously,  I  produced  a  situation  that  could  develop  satis- 
factorily. 

Iago  Galdston  .  .  . 

The  crucial  factor  in  this  "critical  incident"  is  palpably  the  therapist's 
shift  from  the  patterns  of  nondirective  to  pure  aggressivity. 

Seemingly  the  patient  made  no  headway  as  long  as  he  was  treated  in 
the  "nondirective  pattern"  but  allegedly  "did  turn  the  comer"  when  the 
therapist  stepped  out  of  his  role  and  literally  assaulted  him. 

This  critical  incident  invites  a  penetrating  review  of  the  limitations  of 
nondirective  therapy.  The  limitations  are  many  and  stringent.  Only  that 
patient  can  profit  by  nondirective  therapy  who  is  himself  therapeutically 
active  and  resourceful,  and  who  broadly  and  deeply  scans  his  past,  his 
present,  and  his  projected  goals.  Nondirective  therapy  is  applicable  only 
to  the  case  wherein  scanning  is  likely  to  yield  the  patient  a  deeper  and  more 
effective  insight  into  the  nature,  derivation,  and  resolution  of  his  difficul- 
ties. 

Cases  in  which  deprivation  is  an  important  factor,  either  in  the  patient's 
psychopathy  or  in  his  personality  defects  or  deficiencies,  are  not  likely  to 
benefit  by  nondirective  therapy,  nor,  for  that  matter,  are  they  benefited  by 
the  free  association  of  classical  psychoanalysis. 
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In  such  cases  the  transference-counter  transference  relationship  pro- 
vides the  essential  vis  for  an  eflPective  psychotherapy. 

In  the  development  of  the  countertransf(;rence  relationship  the  thera- 
pist is  often  called  on  to  provide,  within  the  therapeutic  situation,  some 
ersatz  to  the  experiences  and  insights  which  were  missed  by  tlu;  patient. 

That  the  therapist  in  the  case  under  consideration  "broke  through"  was 
both  understandable  and  desirable,  but  the  countertransference,  as  acted 
out,  was  completely  negative;  nor  was  the  transference  neurosis  dealt  with. 

The  patient  was  in  prison,  he  was  labelled  a  liar  and  a  cheat.  What 
need  then  for  the  therapist  to  underscore  the  label?  It  probably  would  have 
been  more  effective  if  the  "breakthrough"  had  not  been  on  the  basis  of 
"Look,  you're  cheating  me,  your  therapist!  You  are  wasting  my  time  and 
wearing  me  out."  An  evocative,  supportive  appeal  to  that  portion  of  the 
patient's  psyche  which  was  still  healthy  and  responsive  would  have  been 
more  promising.  The  appeal  could  have  been  phrased  somewhat  in  this 
spirit:  "Come  now,  you  are  in  trouble  and  I  am  trying  to  help  you.  WTiat's 
the  sense  of  your  blocking  yourself  and  me  too?  Surely  you  can  see  that  this 
kind  of  relationship  will  get  you  nowhere.  Let  us  get  down  to  brass  tacks. 
Do  give  me  a  chance  to  help  you." 

Phrased  in  this  way  the  issue  as  set  off  is  clearly  "between  the  patient 
and  himself"  and  not,  as  it  was  framed  in  the  incident,  between  the  patient 
and  his  therapist. 

One  final  comment:  The  therapist  himself  proved  an  unsteady  agent. 
One  day  he  spoke  with  finality:  "You  had  your  chance;  it  is  too  late."  The 
next  day  he  called  the  patient  back. 


J.  McV.  Hunt  .  .  . 

The  case  of  Homer  is  probably  only  the  threshold  incident  for  tlie  com- 
ment forthcoming.  In  reading  this  series  of  critical  incidents  in  therap\', 
I  have  been  impressed  by  the  number  in  which  the  therapist  is  reporting, 
somewhat  sheepishly,  an  incident  in  which  he  himself  has  become  so  emo- 
tionally involved  that  he  reacts  with  some  spontaneous  hostility  toward  his 
client  or  patient  only  to  find  this  emotional  incident  followed  by  a  whole- 
some change  in  the  relationship,  which  leads  to  improvement  in  the  client 
or  patient.  Perhaps  the  change  which  takes  place  in  psychotherapy  must 
always  come  in  a  context  of  emotional  distress  on  the  part  of  the  client. 
Such  a  proposition  would  follow  from  both  the  beha\ior  theory  of  Dollard 
and  Miller^  and  the  physiological  notions  of  central  firing  systems  ^^  hicli 

1  J.  Dollard  and  N.  E.  Miller,  Personality  and  Psychotherapy  (New  York:   Mc- 
Graw-Hill Book  Co.,  Inc.,  1950).  See  Part  II  on  Basic  Principles. 
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Hebb  has  set  forth.  In  the  Dollard  and  Miller  theory,  change,  or  learning, 
appears  when  a  response  leads  to  siich  levels  of  distress  that  the  individual 
is  motivated  to  try  another  response  in  his  hierarchy.  In  Hebbian  terms, 
change  appears  v^hen  the  situation  upsets  the  cortical  pattern  subtending  a 
given  response  pattern  and  provides  the  basis  for  another  system  of  firing 
to  provide  another  response.^  Unless  the  client's  own  personal  distress  is 
enough  to  motivate  a  change  in  him,  one  of  the  tasks  of  the  therapist  is  to 
disrupt  somehow  the  pattern  leading  to  trouble  and  to  provide  another, 
presumably  one  calculated  to  lead  to  more  fortunate  consequences.  Al- 
though Alfred  Adler  has  been  quoted  to  have  said:  "Never  strike  a  child 
except  in  anger,"  I  wonder  if  this  implies  that  a  therapist  must  become 
highly  involved  emotionally  in  order  to  achieve  this  disruption. 

Perhaps  the  frequency  with  which  these  instances  of  spontaneous  hos- 
tility on  the  part  of  the  therapist  toward  his  client  derives  from  an  unfortu- 
nate stereotype  which  has  grown  up  about  psychotherapy.  It  is  commonly 
believed  that  therapy  is  impossible  unless  the  patient  is  so  distressed  that 
he  demands  it.  It  is  undoubtedly  true  that  under  such  circumstances  the 
therapist's  job  is  made  relatively  easy.  His  task  is  merely  to  listen  and 
respond  with  sympathy  and  understanding  while  the  patient  pours  out  his 
genuine  distresses.  But  when  persistent  defenses  get  in  the  way,  or  the 
individual  himself  is  ambivalent  about  changing,  the  psychotherapist  has 
a  more  difficult  job.  His  task  is  to  use  his  relationship  with  the  client  to 
provide  the  client  with  a  healing  emotional  experience. 

Homer's  psychotherapist  was  trained  in  the  nondirective  school,  but  in 
my  judgment  he  broke  one  of  the  main  tenents  of  Rogers  when  he  entered 
the  therapeutic  relationship  conceding  that  the  therapy  would  fail  and 
feeling  unfavorably  impressed  by  Homer.  On  his  side.  Homer  may  have 
been  partially  honest  in  his  joy  about  therapy,  but  he  also  had  a  long  and 
well-established  pattern  of  deceit  and  of  using  other  people  for  his  short- 
term  goals.  In  a  sense,  therefore,  this  therapist  and  Homer  entered  the 
psychotherapeutic  relationships  without  candor  on  either  side.  Under  such 
conditions,  the  nondirective  approach  became  a  travesty  of  what  I  under- 
stand Rogers  to  mean  by  this  approach. 

Although  it  would  probably  have  been  unwise  for  the  therapist  to  have 
expressed  his  own  doubts  in  the  first  interview  or  two,  it  may  be  surmised 
that  during  the  ten  interviews  (in  which  Homer  related  how  he  had 
tried  but  that  the  circumstances  of  his  life  had  been  too  difficult  to  cope 
with )  there  must  have  been  instances  in  which  the  things  he  said  conflicted, 
so  that  the  therapist  was  provided  with  an  opportunity  to  indicate,  in  all 
candor,  that  he  doubted  the  relevance  of  what  Homer  was  saying,  that  he 
"could  understand  Homer's  reluctance  to  talk  about  himself  in  terms  of 

-Donald  Hebb,  The  Organization  of  Behavior  (New  York:  Wiley,  1949).  See 
Chapter  10. 
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materials  that  rnij^ht  hurt  hiin  inasmuch  as  his  chief  desire  was  U)  g«,t  out 
of  prison,"  and  that  he  c:()iild  understand  lu's  lack  of  confidence  in  the  thera- 
pist. At  this  point,  he  could  have  uncf)V(;red  the  deceit  and  evr;n  expressed 
indignation  that  Homer  should,  on  tlu;  one  hand,  he  delighted  by  the 
opportunity  for  therapy,  and  [hen  us(;  it  to  relat(r  how  a  cruel  world  had 
put  upon  [lim.  I  wonder  if  such  an  experience  could  not  have  achieved  the 
therapeutic  relationship  required  to  help  Homer  as  well  as  the  truly  emo- 
tional outburst  of  the  therapist  at  the  twenty-first  session.  Of  course,  one 
will  never  know  in  the  case  of  Homer,  and  moreover,  this  suggests  the  need 
for  experiments  to  test  the  issue;  the  frequency  of  these  repcjrts  suggests 
that  psychotherapists  need  to  conceive  their  job  as  something  more  than 
guiding  the  highly  distressed,  and  that  even  nondirective  therapy  should 
include  in  its  reflections  of  feeling  a  reflection  of  those  feelings  read  be- 
tween the  lines  of  talk  or  from  the  gestures.  This  need  not  mean  presenting 
the  patient  with  a  doctrinaire  interpretation  far  removed  from  his  own 
concerns,  but  it  does  mean  that  the  therapist  should  react  to  what  he 
understands  die  patient  to  be  expressing  before  that  understanding  pro- 
vokes in  him  a  major  emotional  explosion. 


O.  Hob  ART  MowRER  .  .  . 

The  device  by  which  therapy  was  apparently  forwarded  in  this  case  is 
certainly  most  unconventional.  It  violates  various  dictates  about  being  non- 
judgmental,  permissive,  accepting,  uninvolved.  Yet  it  illustrates  a  perhaps 
more  basic  principle — the  principle  of  concern.  One  of  the  most  remarkable 
experiences  a  person  can  have  is  the  discovery  that  someone  else,  \\  ho  is 
not  in  any  practical  or  utilitarian  way  dependent  upon  him,  is  nevertlieless 
willing  to  exert  himself  and  make  sacrifices  in  his  behalf.  What  do  we  not 
owe  and  what  are  we  not  ready  to  give,  in  return,  to  such  a  person?  In  fact, 
it  makes  one  wonder  about  the  whole  conception  of  professional  tlierap\- 
on  a  strictly  quid  pro  quo,  market-place  basis.  Is  it  possible  that  the  best 
therapists  would  be,  in  a  sense,  "amateurs"  who  make  their  liN'ing  or  are  at 
least  supported  in  some  other  way? 

Here  were  "'countertransference"  and  "acting-out"  of  a  most  \igorous 
and  emphatic  kind.  If  the  effect  was  as  good  as  it  appears,  then  where  is 
the  evidence  on  the  basis  of  which  we  have  been  so  carefully  warned  about 
such  things?  In  a  recent  paper  Zilboorg  cites  two  occasions  on  which  a 
fellow  analyst  allowed  herself  to  become  tlioroughl}-  angr\-  with  patients, 
also  with  an  apparently  favorable  outcome.  "This  seems  to  be  a  terrible 
thing,  particularly  from  the  strictly  Freudian  point  of  ^•ie^^•.  It  seems  almost 
unethical — particularly  if  not  you  but  somebody  else  does  it.  But  Edith 
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Weigert  courageously  described  a  couple  of  cases  [where]  anger  got  re- 
sults."^ 

Of  course,  the  procedure  used  by  the  therapist  in  the  present  incident 
was  "shocking"  in  another,  more  literal  sense  of  the  term.  Because  the 
therapist  had  been  passive,  permissive,  and  uninvolved  up  to  the  point  of 
the  "incident,"  his  sudden  change  of  role  must  have  been  pretty  dramatic, 
tosay  the  least:  "Stupid,  steeped  in  deceit  and  hypocrisy  .  .  .  manipulator, 
liar,  dishonest  person  .  .  .  bootlicking,  sweet  words,  nonsense."  Little 
wonder  that  the  patient  "looked  pale  and  stunned"  and  that  the  therapist 
"was  agitated  and  angry." 

Was  there  something  strategically  significant  about  this  sudden  turn- 
about? Let  us  assume  that  nothing  particularly  important  would  have 
happened  if  the  therapist  had  continued  in  his  originally  permissive  role  or, 
equally,  that  nothing  of  therapeutic  value  would  have  occurred  if  the  thera- 
pist had  started  "picking  on"  the  patient  at  the  outset.  What  was  there 
about  the  procedure  actually  followed  that  was  so  eflFective?  Could  it  be 
this?  By  being  consistently  "nice"  to  the  patient  for  a  long  period  of  time, 
the  therapist  gave  the  patient  his  chance  to  be  nice  in  return:  he  manifestly 
wasn't — and  thus  incontrovertably  proved  what  a  real  "stinker"  he  was. 

Says  the  therapist  in  conclusion:  "By  unmasking  both  of  us  simultane- 
ously, I  produced  a  situation  that  could  develop  satisfactorily  "  But  suppose 
that  he  had  freed  himself  "from  artificial  restraints"  earlier.  Would  the 
efifect  have  been  the  same?  Perhaps  not.  Do  we  have  here,  once  again,  an 
intimation  that  the  therapist  must  in  some  sense  suflFer  and  sacrifice  in  order 
to  achieve  the  moral  advantage  that  somehow  seems  uniquely  powerful, 
therapeutically? 

David  Riesman  ... 

I  am  not  the  only  reader  of  Carl  Rogers'  Counseling  and  Psychotherapy 
to  have  the  suspicion  that  the  college  student  who  the  therapist  thought  was 
improving  may  primarily  have  been  staying  long  enough  to  build  up  a 
record  for  use  with  his  draft  board.  For  the  verbal  college-trained  person, 
clever  in  deceit,  nondirective  therapy  may  present  a  new  kind  of  "feminine" 
passivity  to  be  victimized  (even  though  he  may  also  hate  or  despair 
of  himself  for  doing  so ) .  In  the  hands  of  a  saint  ( and  I  think  of  Rogers  as 
something  of  a  secular  saint ) ,  this  method  of  nonviolence  may  nevertheless 
get  through  to  many  otherwise  case-hardened  folk  (although  for  this 
particular  patient  as  a  disillusioned  theologue,  even  saintliness  had  prob- 

•^  G.  Zilboorg,  "Rediscovery  of  the  Patient:  An  Historical  Note,"  Progress  in  Psy- 
chotherapy, F.  Fromm-Reichmann  and  J,  L.  Moreno  (eds.)  (New  York:  Grune  & 
Stratton,  1956),  p.  109. 
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ably  lost  its  charms).  It  is  the  intelligence  and  pertinacity  oi  flic  therapist's 
shock  response  here  which  would  seem  to  me  no  less  important  than  its 
humanity. 

Carl  Rogers  .  .  . 

There  are  two  statements  in  the  description  of  this  critical  incident  that 
have  a  good  deal  of  meaning  to  me.  One  is  the  statement  that  the  counselor 
kept  "trying  to  maintain  as  even  and  unperturbed  an  attitude  as  possible." 
The  other  is  the  statement  "by  unmasking  both  of  us  simultaneously  I 
produced  a  situation  that  could  develop  satisfactorily."  I  would  like  to  com- 
ment on  the  meaning  that  these  two  statements  have  for  me  and  their  rele- 
vance to  the  incident  under  discussion. 

I  have  lived  through  and  learned  from  therapeutic  experiences  basically 
very  similar  to  the  one  described.  The  client  is  too  defensive  to  be  truthful. 
The  counselor  may  first  accept  his  statements  in  a  genuine  manner  but  may 
then  begin  to  doubt  the  truth  of  them  and  be  unable  to  really  accept  them. 
At  this  crucial  point,  the  counselor  often  makes  the  operational  decision 
that  what  he  should  do  is  to  maintain  a  fagade  and  put  up  a  pretense  of 
acceptance,  even  though  he  does  not  feel  it.  Once  this  vicious  circle  is 
started  it  may  continue  for  some  time  with  all  of  the  elements  of  a  tragic 
farce.  Each  party  to  the  relationship  now  consists  primarily  of  an  unhappy 
role  of  pretense  and  fagade,  but  neither  member  knows  how  to  get  out  of 
the  dilemma.  Consequently,  untrue  statements  are  met  by  dishonest  re- 
sponses, and  therapy  goes  out  the  window. 

As  I  would  handle  such  a  situation  now,  it  would  never  reach  the  point 
at  which  this  incident  occurred.  In  listening  to  my  own  feelings  as  well  as  to 
those  of  the  client,  the  point  would  have  come  where  I  would  ha\'e  said 
something  like  the  following:  "I  can  hear  you  telling  me  that  your  situation 
is  generally  satisfactory  and  that  you  understand  all  your  past  diflBculties, 
and  I  am  willing  for  that  to  be  the  way  you  see  it.  In  my  own  feelings,  how- 
ever, I  find  that  I  am  simply  not  believing  these  statements."  In  my  experi- 
ence the  acceptance  of  the  client's  own  point  of  view  as  being  his  own  and 
the  presentation  of  my  feelings  as  they  exist  in  me  ^^'ould  lead  to  the  same 
kind  of  constructive  change  as  occurred  in  the  case  of  Homer.  It  \\ould 
occur  with  less  tension  and  melodrama  but  with,  I  belicNe,  equal  gain. 

But  where  the  situation  has  reached  the  complete  impasse  described, 
then  the  counselor's  open  expression  of  his  o\\ti  feeling  of  disbelief  along 
with  his  feeling  of  wanting  to  be  of  help  is  better  than  a  continuance  of 
the  fagade.  In  other  words,  I  feel  that  the  counselor  in  Homer's  case  was 
doing  something  much  more  constructive  ^^'hen  he  confronted  tlie  client 
with  his  own  feelings  and  views  than  he  was  during  the  preceding  inter- 
view. 
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Personally,  I  regard  only  one  aspect  of  the  counselor's  behavior  as  un- 
fortunate. I  feel  that  the  impact  would  have  been  wholly  constructive  if 
it  had  not  included  the  name-calling.  Much  of  what  the  counselor  said  to 
Homer  is  his  own  feeling  as  it  exists  in  him.  This  is  the  vital  and  useful  part. 
This  is  the  part  which  the  counselor  knows  \\'ith  assurance.  He  is  simply 
expressing  the  feelings  which  factually  exist  in  him  at  the  present  moment. 
The  counselor  does  not  have  the  same  kind  of  direct  knowledge  of  the 
objectix'e  tiuth  about  the  other  individual.  To  term  him  stupid,  a  liar, 
dishonest,  and  so  forth,  is  simply  to  invite  defensiveness  on  the  part  of  the 
client,  and  it  is  this  defensiveness  which  emerged  in  his  document  describ- 
ing the  therapist  as  a  demon.  In  my  judgment  it  also  accounts  for  his  un- 
willingness to  keep  the  two  following  appointments.  All  of  this  defensive- 
ness, I  believe,  could  have  been  avoided  had  the  counselor  expressed  to 
Homer  only  tliose  elements  of  himself  of  which  he  had  direct  and  immedi- 
ate knowledge;  namely,  his  own  feelings. 

For  myself,  the  dramatic  elements  of  dismissing  the  client  from  the 
office  on  two  occasions  and  in  general  building  up  a  certain  attitude  of 
mystery  and  suspense  would  have  been  unnecessary.  Perhaps,  however, 
they  were  necessary  for  this  coimselor,  and  I  have  no  great  quarrel  with 
that  fact.  Each  of  us  has  his  own  style  of  doing  things. 

I  do  not  feel  that  it  was  the  "verbal  shock  therapy"  aspect  of  this 
incident  which  was  effective,  nor  do  I  think  there  is  any  therapeutic  magic 
in  calling  a  client  names.  On  the  other  hand,  after  the  counselor's  blow  up, 
he  was  free  to  be  and  to  express  his  own  feelings  and  so  there  came  about 
an  existential  encounter  between  two  real  persons.  This  is  perhaps  closer  to 
the  heart  of  psychotherapy. 

William  Snyder  .  .  . 

It  is  first  necessary  to  understand  some  of  Homer's  dynamics,  in  order  to 
evaluate  properly  the  psychotherapy.  There  seems  little  support  for  the 
diagnosis  of  schizophrenia  made  in  this  case;  it  probably  only  indicates 
the  frequency  with  which  that  diagnosis  tends  to  be  made,  at  present, 
whenever  a  case  is  rather  puzzling.  Upon  reading  the  case  notes  one  is 
tempted  to  suspect  first  that  Homer  is  a  psychopath.  But  such  a  diagnosis 
is  not  well  supported  by  the  fact  that  he  was  able  to  stay  in  therapy  for  a 
rather  extended  period  ( and,  of  course,  by  the  later  outcome  of  the  case ) . 
It  seems  more  likely  that  Homer  presents  a  true  immaturity  reaction,  and 
that  his  "delinquencies"  are  really  manifestations  of  a  neurotic  passive- 
aggressive  tendency.  A  subtle  aspect  of  this  condition  is  the  intrapunative 
and  masochistic  element.  Homer's  misadventures  are  poorly  perpetrated, 
and  suggest  that  he  is  punishment-prone.  His  dependency  needs  are 
strongly  evident,  and  his  request  to  be  told  \\'hat  is  wrong  with  him,  end- 
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lessly  repeated,  is  elear  evidence  of  his  nnderlyinj:^  sensr;  of  guilt  anrl  desire 
for  punisliineiit  and  expiation.  Tin's  is  prol)a})ly  not  at  all  inconsistent  with 
his  religions  npbringing  and  is  also  revt.-aled  in  his  vocational  uncertainty, 
especially  in  his  tendency  to  pnrsue  temporarily  service  professions  with 
close  personal  contacts,  which  he  is  later  nnable  to  maintain  frjr  any  ex- 
tended periods. 

When  the  therapist  admits  that  he  believes  that  Homer  did  not  really 
want  therapy,  he  is  probably  correct.  What  tlien  did  he  want?  It  seems 
evident  that  he  was  seeking  punishment;  it  might  be  surmised  that  in  child- 
hood love  and  affection  were  experienced  subsecjuent  only  to  incidents  of 
punishment  and  atonement.  Certainly  this  might  be  a  common  experience 
in  the  religious  milieu  which  characterized  his  background.  Many  writers 
have  attested  the  sense  of  fulfillment  which  follows  confession,  punish- 
ment, and  expiation.  Homer  was  not  particularly  scheming  and  suspicious, 
and  certainly  not  hypocritical,  as  postulated  by  the  therapist.  His  behavior, 
if  understood  in  the  light  of  the  dynamics  indicated  above,  seems  entirely 
reasonable. 

What  then  is  the  significance  of  the  critical  incident  of  psychic  shock 
therapy,  with  its  seemingly  magical  outcome?  It  is  obvious  that  the  thera- 
pist, unconsciously,  finally  acquiesced  to  the  client's  demands  for  punish- 
ment. More  likely,  the  client  really  goaded  the  therapist  to  the  point  where 
he  administered  the  punishment  with  a  sense  of  righteous  indignation;  he 
admits  "I  was  agitated  and  angry."  And  the  client,  after  showing  a  proper 
amount  of  righteous  anger  himself,  confessed  his  wickedness,  took  his 
punishment  with  a  sense  of  satisfaction,  and  pleaded  for  forgiveness.  The 
therapist,  with  almost  dramatic  qualities,  after  pouting  a  bit,  forgave  the 
client,  and  allowed  him  to  confess  all  his  past  wickedness.  This  permitted 
the  establishment  of  the  relationship  which  the  client  needed,  that  is,  a 
guilt-expiating  dependency  on  a  strong  but  loving  authority'  figure.  As  long 
as  the  client  could  "fool"  the  father-figure,  there  was  no  therapy  relation- 
ship; when  the  therapist  revealed  his  awareness  of  Homers  "badness,"  but 
also  his  acceptance  of  him.  Homer  could  make  effective  use  of  the  situation. 

The  therapist  is  correct  in  feeling  that  when  he  freed  himself  of  his 
artificial  restraints  on  his  "natural"  inclination  to  let  the  client  kno\v'  he  saw 
through  his  deceit,  progress  began.  He  had  at  this  point  dropped  his  o\\ti 
pretenses  of  being  a  loving  person  who  would  not  admit  that  the  client  was 
right  in  considering  himself  bad.  Therapy  cannot  be  \'er\'  effective  when 
the  therapist  is  forcing  himself  to  maintain  a  role  inharmonious  with  his 
real  feelings.  But  it  is  probably  more  important  that  the  therapist  vvas  at 
this  point  also  unconsciously  orienting  his  therapy  along  the  lines  of  the 
client's  needs,  rather  than  toward  some  arbitrary  direction  of  what  he  or 
the  psychiatrist  felt  the  client's  needs  ought  to  be.  It  may  be,  also,  that 
the  unconscious  masochism  of  the  client  was  at  this  point  countered  by  a 
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certain  amount  of  unconscious  sadism  on  the  part  of  the  therapist.  He  seems 
to  show  quite  a  bit  of  satisfaction  in  Tiis  recounting  of  his  punative  behavior, 
and  talks  about  "freeing  himself"  of  artificial  restraints,  and  "letting  himself 
go."  He  foimd  satisfaction  in  being  the  fair,  but  punishing,  and  loving 
father.  Herein  lay  a  true  transference  and  countertransference  situation. 
Both  client  and  therapist  were  acting  out  their  needs  in  therapy,  and  be- 
cause of  the  rather  fortunate  juxtaposition  of  complimentary  needs,  the 
situation  worked  out  advantageously  for  the  client.  There  is  no  reason  to 
believe  that  this  would  necessarily  be  true  for  a  client  with  a  different  set  of 
dynamics.  It  is  unfortunate,  in  a  way,  that  this  happy  outcome  of  therapy 
was  gratuitous;  had  it  been  planned  and  understood  by  the  therapist,  it 
could  have  been  accomplished  more  economically,  and  perhaps  more  effec- 
tively. A  near-failure,  saved  only  by  an  accidental  case  of  righteous  indigna- 
tion, is  not  really  desirable;  successful  therapy  should  be  able  to  be  planned, 
and  to  be  deliberately  contrived. 

Frederick  C.  Thorne  .  .  . 

This  case  illustrates  a  dilemma  encountered  by  nondirective  therapists 
with  patients  who  waste  a  great  many  sessions  talking  about  nonsignificant 
things  and  never  face  up  to  their  problems.  Usually,  as  in  this  case,  rapport 
gradually  peters  out  unless  the  therapist  utilizes  more  directive  methods  to 
get  the  client  to  face  his  problems.  We  do  not  agree  with  the  therapists' 
preliminary  interpretations  that  Homer  did  not  really  want  psychotherapy; 
was  not  honest,  only  wanted  approval  and  help  in  securing  his  discharge; 
was  scheming,  hypocritical,  and  attempting  to  take  advantage  of  the  situa- 
tion. While  these  evaluations  have  some  surface  validity,  they  may  also  be 
interpreted  as  reflecting  his  character  neurosis  which  could  not  be  pene- 
trated, unassisted,  by  nondirective  handling.  While  the  therapist's  verbal 
shock  therapy  in  the  twenty-first  session  was  somewhat  amateurish,  it 
nevertheless  engendered  a  conflict  in  the  patient  which  resulted  in  further 
catharsis  and  abreaction  which  was  handled  nondirectively  and  eventually 
has  a  favorable  outcome.  Here  we  have  a  critical  experiment  in  which  a 
single  directive  action  transformed  the  course  of  therapy.  A  more  experi- 
enced therapist,  however,  probably  could  have  achieved  the  same  result 
long  before  the  twenty-first  session  by  confronting  the  client  with  the  basic 
issues  after  the  first  two  or  three  interviews  failed  to  result  in  any  progress 
with  nondirective  methods. 

In  our  own  practice,  we  attempt  to  administer  "verbal  shock  therapy" 
in  an  impersonal  objective  manner  which  does  not  run  such  a  great  risk  of 
antagonizing  the  client  permanently.  We  have  never  used  such  terms  as: 
"I  see  you  as  a  very,  very  stupid  person,  one  who  is  so  steeped  in  deceit  and 
hypocrisy  that  you  cannot  accept  another  person  at  face  value.  .  .  .  You 
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think  I  am  stupid  enough  to  believe.  .  .  .  Yon  arc  a  liar.  .  .  .  You  have 
wasted  my  time  and  yours,  and  you  think  I  am  foolish  f;nougFi  to  fall  for 
your  nonsense."  If  we  wished  to  communicate  thr;  same  idea  (as  we  often 
have),  we  might  say  "Let's  see  now,  this  is  the  twenty-first  interview  we 
have  had,  isn't  it?  I  wonder  if  we  are  gfitting  anywhere.  \Vliat  do  ijou  feel 
about  it?  I  suppose  that  it's  not  words  that  count  but  actirms.  It  dfjcsn't  do 
much  good  to  say  how  much  you  want  to  improve,  it's  your  actions  which 
indicate  how  you  really  feel  and  how  much  you  have  gotten  out  of  it.  ...  I 
am  willing  to  go  along  with  you  but  you've  got  to  do  the  work.  .  .  .  Thus 
far  it  seems  to  me  that  maybe  you  have  been  using  these  interviews  to  see 
what  it  could  get  you  rather  than  really  doing  much  yourself.  How  do  you 
feel  about  it?" 

There  are  many  little  ways  short  of  a  direct  confrontation  whereby  the 
therapist  can  indicate  to  the  client  that  he  knows  what  is  going  on.  For 
example,  when  dealing  with  patent  falsehood,  we  come  right  out  and  ask 
the  client  which  of  two  stories  is  true.  If  he  persists  in  deceit,  we  introduce 
further  contradictory  information  until  the  truth  comes  out.  We  also  take 
the  client  up  on  any  insincerities  or  inconsistencies  which  may  develop, 
refusing  to  be  "used"  by  the  client  to  gain  his  own  ends  but  always  attempt- 
ing to  cooperate  with  anything  which  seems  legitimate.  After  the  client 
discovers  that  the  therapist  is  scrupulously  fair  and  does  not  use  anything 
against  him,  it  usually  is  possible  for  the  client  to  accept  any  criticism  or 
derogatory  information  with  which  the  therapist  may  see  fit  to  confront 
him.  For  example,  with  a  client  who  is  being  treated  for  lying  or  stealing, 
we  never  hesitate  to  bring  up  instances  of  subsequent  conduct  disorder 
which  may  have  been  reported  by  outside  sources.  Instead  of  implying  that 
the  client  is  "stupid"  for  repeatedly  trying  to  conceal  misbeha\  ior,  we  usu- 
ally interpret  such  conduct  to  the  client  as  maturational  behavior  by  saying 
that  everyone  does  impulsive  things  when  young  and  immature  and  that 
such  occurrences  won't  recur  when  the  client  "smartens  up." 

Psychotherapy  is  the  hardest  kind  of  work,  and  both  client  and  therapist 
must  expect  that  nothing  worthwhile  can  be  learned  instantly.  To  control 
emotions  and  motivations  is  the  hardest  task  in  life  and  requires  years  of 
patient  practice.  We  interpret  this  fact  to  the  client  by  the  analog)'  of  the 
Notre  Dame  football  coach  taking  a  green  high-school  kid  and  patienth' 
hammering  him  into  a  skilled  quarterback. 
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History 

The  patient  was  a  young  man  in  his  late  twenties.  He  came  into 
my  ken  because  he  was  eager  to  marry  one  of  mv  patients.  However, 
he  was  entangled  in  a  very  complicated  marital  situation  and  had  a 
bad  antecedent  history.  He  had  been  married  and  divorced.  His  mar- 
riage was  contracted  on  a  neurotic  basis  and  was  pathological 
throughout  its  rather  short  duration.  He  was  sexually  promiscuous 
and  incestuous.  He  was  an  aggressive,  belligerent,  conceited,  arrogant 
and  generally  destructive  voung  man.  It  appeared  desirable  to  rec- 
ommend that  lie  should  undergo  an  analysis.  A  therapist  was  recom- 
mended to  him.  This  widely  experienced  and  able  psvchiatrist  sized 
him  up  quite  correctly  and  in  effect  refused  to  take  him  on.  Given  a 
bad  prognosis  and  asked  to  pay  an  impossible  fee,  the  young  man  re- 
turned to  me  pleading  that  I  should  treat  him.  This  I  refused  to  do  for 
a  variety  of  reasons,  but  notablv  because  I  felt  it  would  jeopardize  my 
work  with  the  young  woman  in  whom  he  was  interested. 

Some  seven  months  later,  however,  I  felt  warranted  in  taking  him 
on  and  did  so.  Initially,  when  he  was  under  a  great  deal  of  pressure, 
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he  cooperated  very  well.  This  is  neatly  reflected  in  one  of  his  dreams: 

I  was  walking  along  a  beach  where  many  people  were  fishing  without  much 
luck.  I  encountered  an  old  man  who  was  in  the  act  of  uncovering  a  hole  in  the 
sand.  1  stopped  to  watch  him.  To  my  surprise,  the  hole  was  an  opening  to  a  large 
cavern  imderneath  the  beach.  As  I  looked,  the  old  man  began  to  pull  all  kinds  of 
fish  out  of  the  hole.  Then  I  saw  that  actually  the  hole  was  swarming  with  all  kinds 
of  fish;  huge  lobsters,  trout,  tuna,  and  even  a  couple  of  sea  lions.  These  fish 
seemed  to  practicallv  climb  on  his  hook. 

I  walked  on  a  short  distance  to  where  X  (the  young  woman  in  whom  he  was 
interested)  was  waiting,  and  told  her  about  this  amazing  discoverv  I  had  made; 
while  everyone  else  failed  to  catch  a  thing,  here  was  this  old  man  w  lio  just  hauled 
them  out. 

However,  as  he  was  relieved  of  pressure,  he  reverted  to  his  former 
patterns.  The  change  is  pointedly  reflected  in  the  following  dream: 

X  and  I  were  sitting  together  in  a  class,  where  a  number  of  other  students 
were  present.  The  professor  began  to  speak,  and  I  could  immediately  see  he  was 
a  fraud.  He  was  struggling  to  keep  his  lecture  going  and  was  talking  nonsense. 
Some  big  bovs  in  the  rear  began  making  noise,  and  finally  turned  on  a  portable 
radio. 

I  thought  the  professor  was  stupid,  but  still  felt  the  bovs'  behavior  was  in- 
excusable. I  got  up,  went  to  the  rear,  and  took  it  upon  myself  to  assume  an  au- 
thoritative position  (I  was  a  boy  myself)  and  to  ask  who  turned  on  the  radio. 
They  wouldn't  answer,  but  I  could  see  who  did  it.  I  put  a  headlock  on  the  boy 
and  dragged  him  to  the  floor.  He  did  not  resist,  I  took  the  radio  and  put  it  on  a 
table  at  the  front  of  the  room.  The  boy  I  had  thrown  down  walked  sullenl)-  out. 
Another  larger  boy  got  up  to  come  to  the  front.  I  anticipated  trouble  and  knew 
he  could  whip  me.  In  an  attempt  to  avoid  this  fight,  I  walked  slowly,  trying  to 
appear  casual,  to  my  seat.  To  my  relief,  the  bov  just  walked  out  of  the  room.  The 
professor  went  stumbling  on  with  his  lecture. 

Incident 

He  persisted  in  his  aggressive  and  offensive  negativism  for  se\  eral 
months.  Finally  at  the  end  of  one  session  I  made  clear  to  him  the  im- 
possible position  in  which  he  placed  both  himself  and  me,  and  ended 
my  exposition  with  a  firm  recommendation  that  if  he  so  chose,  he 
could  "go  plumb  to  hell."  This  was  intended  to  first  indicate  the  natu- 
ral consequences  of  his  attitude  and  behavior,  and  secondly,  my  sen- 
timents about  him. 

On  the  following  night  he  dreamt  four  dreams  as  follows: 

1.  I  was  visiting  Professor  Y  in  the  psychology  laboratories.  In  comiection 
with  some  experiment,  a  student  was  printing  some  bills  w  hich  closely  resembled 
monev.  I  showed  them  to  Professor  Y  saying,  "wouldn't  it  be  nice  if  he  could  use 
these  instead  of  what  \he\  represent.  That  would  be  a  very  producti\e  experi- 
ment!" I  was  thinking  how  I  would  like  to  be  able  to  "make"  money  so  easily. 

Professor  Y  said  he  had  to  pay  a  call  to  some  friends  of  his  in  order  to  give 
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them  his  donation  to  the  community  chest  and  asked  me  if  I  wovildn't  care  to 
come  along  with  him.  I  was  dehghted,  feehng  flattered  that  he  had  asked  me.  We 
drove  over  in  my  car  to  the  home  of  some  friends  of  ours.  Professor  Y  went  in, 
while  I  waited  outside.  Some  of  the  children  of  the  house  asked  if  they  could  use 
my  car  for  a  minute,  and  although  I  did  not  like  it,  I  felt  I  couldn't  refuse.  They 
took  it,  and  I  waited  near  the  house.  When  Professor  Y  came  and  we  were  ready 
to  leave,  the  children  returned  with  the  car,  only  to  my  great  dismay  and  anger, 
they  had  practicallv  ruined  it.  There  were  many  tears  in  the  top  and  a  smashed 
fender. 

I  told  the  lady  of  the  house  I  was  awfully  sorry,  but  I  would  have  to  collect 
from  her  for  this  damage.  She  seemed  to  regard  this  as  fair,  but  I  could  tell  that 
it  would  be  difficult  to  actuallv  collect  enough  to  cover  the  damage.  I  began 
figuring,  and  saw  that  I  would  have  to  have  a  new  top,  since  my  present  one  was 
ruined.  This  was  somewhat  embarrassing,  since  I  would  be  getting  a  better  top 
than  I  had  and  would  be  charging  them  for  it.  I  was  also  embarrassed  because 
the  amount  I  was  totaling  up  was  almost  equal  to  what  Prof.  Y  had  given  them 
for  Community  Chest.  The  dream  faded  in  a  feeling  of  embarrassment. 

2.  Walking  along  Z  Avenue,  near  the  two  main  movie  theatres,  I  realized  that 
I  was  dying  and  going  to  hell.  I  found  the  aspect  of  anything  at  all  after  death  to 
be  quite  pleasant  and  was  not  at  all  afraid  of  going  to  hell.  I  was  especially  happy 
that  I  apparently  was  retaining  my  bodily  shape  and  a  certain  amount  of  free  will 
after  death. 

As  I  began  to  descend  down  into  the  lower  regions,  which  looked  like  many 
floors  of  underground  building,  I  came  among  many  other  dead  people.  All  of 
these,  however,  appeared  to  be  very  depressed  and  very  passive.  They  filed  along 
in  moaning  masses,  all  very  sad  and  hopeless.  As  I  joined  their  lines,  since  we 
were  apparently  filing  into  the  large  cafeteria  for  a  meal,  I  couldn't  help  pitying 
them,  and  at  the  same  time  feeling  a  certain  contempt  for  their  passive  acceptance 
of  this  miserable  state.  I  asked  them  why  they  didn't  try  to  get  out  of  this,  and  all 
said  that  "He,"  the  great  power,  was  omnipotent,  and  it  was  useless  to  oppose.  I 
gathered  that  they  were  referring  to  the  Devil.  I  argued  that  as  long  as  we  were 
able  to  move  about,  and  think,  there  was  still  hope.  They  were  unconvinced  and 
regarded  me  as  foolish.  One  of  the  young  women  in  particular  attracted  my  atten- 
tion. She  was  very  pretty  and  I  found  out  she  had  died  leaving  two  children.  I 
tried  to  cheer  her  up  and  even  flirted  with  her,  but  she  was  so  depressed  she 
couldn't  respond. 

After  the  meal  was  over,  we  all  began  to  file  back  up.  I  thought  this  was  my 
chance,  and  when  we  got  near  the  surface  I  boldly  walked  up  out  onto  the  side- 
walk. I  was  with  the  living  people  again,  and  felt  proud  of  my  accomplishment. 
Some  of  the  dead  from  below  could  see  me,  and  thev  shook  their  heads  and  made 
dire  predictions  about  the  fate  which  was  in  store  for  me.  Suddenly,  there  was  a 
great  rumble  of  thunder  and  a  terrifically  bright  beacon  shown  above  us  all.  This 
seemed  to  be  the  pointing  power  of  the  Devil.  The  light  groped  around  some,  and 
then  came  to  bear  directly  upon  me.  I  knew  this  was  to  be  a  "showdown,"  and 
still  determined  to  fight  to  the  last.  I  looked  up  and  yelled  at  the  fight  to  do  his 
damndest.  All  the  people  about,  both  alive  and  dead,  wailed  in  fear  and  pity  for 
me.  I  felt  impervious,  and  shook  my  fists  at  the  light  when  suddenly  I  felt  myself 
being  lifted  up  into  the  air.  I  had  no  control  and  screamed  in  despair.  I  awakened, 
hearing  a  low  moan  from  myself. 

3.  X  (the  voung  woman  with  whom  he  was  in  love)  and  I  had  bought  a  new 
car,  a  beauty.  It  was  a  Lincoln  convertible,  but  for  some  reason  we  had  loaned  it 
to  some  people  and  were  still  using  my  old  Plymouth. 
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Later,  we  drove  by  whore  the  people  were  and  saw  that  they  wished  to  leave 
the  ear  with  us.  1  went  over  to  look  the  ear  over.  To  my  surprise  and  dismay, 
there  was  a  large  dent  in  one  front  fender.  Next,  I  stepped  inside  and  started  it 
up.  The  motor  idled  too  fast  and  sounded  rough.  I  thought  thcv  must  have  treated 
it  very  badly,  and  in  order  to  find  out,  I  asked  one;  of  them  if  they  had  been  aljle 
to  get  any  speed  out  of  her.  He  said,  "Oh  yes,  we  did  90  without  any  trouble." 
This  eonlirmed  my  fears.  I  was  raging  mad  and  began  to  yell  at  them,  asking 
what  the  hell  was  the  idea  of  treating  a  new  ear  this  way?  The  dream  faded  with 
my  frustration  at  finding  the  ear  in  sueh  bad  .shape  and  yet  being  unable  to  do 
mueh  about  it. 

4.  It  was  a  usual  weekend  day  here  in  our  apartment.  I  was  eonseious  of  the 
material  I  was  preparing  for  tomorrow's  elasses.  Then  I  went  to  bed. 

When  I  began  to  awaken,  I  had  the  feeling  that  something  was  out  of  order. 
I  looked  around  and  found  myself  in  a  strange  place.  It  appeared  to  be  sort  of  a 
large  shed,  and  the  bed  I  was  sleeping  in  was  more  of  a  firm,  hospital-type  cot. 
As  I  began  to  move  I  was  conscious  of  being  weak  and  of  some  discomfort  in  my 
abdomen.  I  rested  for  awhile,  awake,  thinking  how  terrible  it  was  that  apparently 
I  would  not  be  able  to  take  care  of  my  classes. 

Later,  some  people  came  in  to  see  me.  My  parents  were  among  them.  I  asked 
them  how  the  devil  did  I  come  to  be  here  and  what  about  my  classes  today.  My 
mother  explained  to  me  that  it  was  now  three  weeks  since  I  had  gone  to  sleep  that 
night,  and  that  I  had  had  an  appendicitis  operation.  I  looked  down  at  mv  bellv; 
sure  enough,  there  was  a  new  ugly  scar  in  addition  to  my  old  one.  The  scar  was 
not  completely  healed  and  gave  me  that  half-tickling,  half-burning  sensation  mv 
other  one  used  to  as  I  moved.  The  people  said  I  could  get  a  job  here  if  I  wished 
while  I  got  back  in  shape.  There  was  a  contractor  doing  some  building  nearb)-  so 
I  went  over  and  signed  on.  I  was  quite  well  satisfied  with  this  arrangement. 
Dream  faded  as  I  began  to  work. 

After  having  "gone  to  hell"  he  was  a  cooperative  and  responsive 
patient.  He  settled  the  affairs  of  his  previous  marriage  and  married 
my  patient  who  in  the  interim  had  completed  her  therapv.  His  second 
marriage  is  successful  and  effective  and  he  himself  has  done  much 
better  socially  and  professionally. 

Sending  him  to  hell  palpably  had  a  beneficial  "purging"  effect 
upon  him. 


Discussion 

How  the  psychiatrist  should  deal  with  the  aggressively  negative, 
obstreperous,  and  otherwise  nasty  patient,  who,  after  a  prolonged 
period  of  therapeutic  permissiveness,  support,  and  indulgence,  mo\es 
not  one  whit  toward  insight  and  cooperation,  is  a  problem  little  dealt 
with  in  psychiatric  and  psychoanahtic  literature.  Franz  Alexander, 
in  one  of  his  works,  somewhat  timidlv  and  apologetically  reports  an 
instance  when  he  became  fed  up  with  just  such  a  patient  and  pro- 
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ceeded  to  tell  him  off.  To  his  surprise  the  patient  improved  from  that 
point  on.  I  recall  also  an  occasion  when  one  of  the  ultra-orthodox  Vi- 
ennese anal\  tical  brethren  addressed  a  group  of  American  confreres 
on  the  hazards  of  negative  countertransference.  He  urged  his  listeners 
to  be  just  as  chary  of  rejection  of  the  patient  as  of  too  ready  identifica- 
tion with  him.  At  the  end  of  his  presentation,  one  of  the  senior  Ameri- 
can analysts  spoke  up  in  the  following  vein — "Yes,  I  agree  with  the 
Herr  Professor,  there  are  some  dangers  in  a  negative  countertrans- 
ference and  one  must  guard  against  it.  But,  would  the  Professor  be 
kind  enough  to  say  just  what  he  does  do  when  he  comes  up  against 
a  first-class  'stinker'?"  The  Professor  had  nothing  constructive  to  say 
on  that  score. 

Nathan  Ackerman  ... 

A  useful  comment  on  this  particular  incident  might  appropriately  be- 
gin with  the  final  question  placed  before  us  by  the  therapist:  how  should 
we  feel  and  act  in  the  psychotherapeutic  role  \\dth  a  patient  who  is  a  "first- 
class  stinker."  The  patient  in  question,  a  young  man,  is  conspicuously  de- 
stiuctive  in  his  human  relations.  When  a  person  points  his  destructiveness 
outward  against  other  persons,  he  does  so  in  order  to  relieve  himself  of 
unbearable  internal  tensions.  In  effect,  he  imposes  on  other  persons  the 
emotional  cost,  the  penalty  for  his  own  failings.  "Psychopathic"  acting  out 
of  destructive  motivation  is  a  component  of  emotional  reactivity  which  may 
appear  in  a  range  of  psychopathological  conditions:  neurosis,  character 
disorder,  psychopathic  personality,  psychosis,  and  e\  en  in  organically  in- 
duced mental  states.  By  itself,  acting-out  is  not  diagnostically  differential. 
In  the  final  analysis,  it  is  the  role  of  this  destructive  pattern  in  the  total 
economy  of  personality  which  reveals  its  true  dvnamic  significance  and  the 
likely  prognosis.  The  science  of  psychopatholog)^  has  not  yet  clearly  de- 
marcated the  type  of  destructive  acting  out  which  is  expressed  in  the 
neurotic  character  from  similar  behavior  asosciated  with  a  true  psycho- 
patliic  personality. 

In  this  critical  incident  we  are  confronted  by  a  neurotic  character  who 
has  been  viciously  destructive  in  his  human  relations.  It  is  this  nastiness 
which  leads  to  the  colloquial  label,  a  "first-class  stinker."  In  their  everyday 
work  therapists  encounter  both  nice  people  and  nasty  people.  In  every 
known  category  of  psychopathology  there  are  sick  people  who  may  be 
either  nice  or  nasty.  We  naturally  like  the  nice  ones  better.  W^e  have  more 
hope  for  those  human  beings  who,  although  sick,  are  nevertheless  decent 
human  beings.  They  preserve  good  values,  despite  their  illness.  The  emo- 
tional problem  of  the  psychotherapist  is  how  to  feel  and  what  to  do  with  a 
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"nasty"  neurotic,  a  kind  of  person  whose  values  clasli  severely  with  our 
own,  and  who  persists  cruelly  in  making  other  people  pay  for  his  own  inner 
conflicts  and  distortion.  This  is  the  nature  of  the  challenge  which  cfjnfronts 
us  in  this  particular  critical  incident. 

Of  dramatic  significance  is  the  paradox  that  effective  progress  begins 
only  when  the  therapist  tells  this  "first-class  stinker"  to  "go  plumb  to  hell." 
In  this  way  the  therapist  informs  the  patient,  in  unvarnished  language,  that 
his  viciousness  is  unacceptable.  Is  this  an  appropriate  tactic  and  has  it  tlie 
effect  of  a  potent  therapeutic  interpretation?  1'his  is  a  value  judgment 
which  calls  for  critical  assessment. 

The  whole  tradition  of  permissiveness  and  nonjudgmental  tolerance  in 
the  profession  of  psychotherapy  places  inhibiting  obstacles  in  the  path  of 
any  therapist  who  is  tempted  to  tell  a  nasty,  destructive  patient  "where  to 
get  off."  Nevertheless,  in  this  case  it  is  exactly  at  this  point  that  therapy 
begins.  The  therapist  expresses  an  emphatic  and  total  rejection  of  the  pa- 
tient's antisocial  behavior  and  the  patient  earnestly  goes  to  work  on  himself. 
Before  that  he  merely  toyed  with  therapy.  The  challenge  here  is  to  tr\'  to 
understand  how  this  happens. 

Some  aspects  of  the  psychotherapeutic  ethos  with  regard  to  permissive- 
ness and  nonjudgmental  support  of  a  patient  are  misunderstood.  If  a  thera- 
pist undertakes  to  treat  a  patient  he  can  respect  the  patient  for  his  owm 
basic  worth  as  a  human  being,  but  he  is  not  called  upon  to  be  fond  of  the 
sick,  distorted,  injurious  aspects  of  the  patient's  personalitv.  He  is  not  in 
any  way  obligated  to  accept  and  love  all  parts  of  the  patient.  He  can  accept 
the  patient  as  a  person  while  totally  rejecting  the  twisted,  destructive  parts 
of  his  interpersonal  adaptation.  What  is  involved  here  is  some  misconcep- 
tion of  the  appropriate  value  orientation  for  the  role  of  therapist,  and  an 
unclear  definition  of  those  basic  conditions  which  are  essential  to  effective 
progress  in  any  form  of  psychotherapy.  For  one  human  being  professionally 
trained  to  help  another  one  in  distress,  it  is  sine  qua  non  that  control  of 
destructive  interpersonal  behavior  be  established.  In  the  final  analysis  each 
time  a  patient  injures  another  persons  he  is  also  injuring  himself.  This  is 
somewhere  along  the  path  of  murder  and  suicide. 

A  therapist  cannot  fulfill  his  role  in  a  useful  manner  until  he  has  stopped 
murder  and  suicide.  Therefore,  no  patient  can  be  permitted  to  o\  erride  the 
rights  of  any  other  person,  whether  a  family  member,  another  patient,  or 
the  therapist.  This  is  the  responsibility  that  anv  human  being  must  assume 
if  he  is  to  be  a  part  of  society.  A  basic  condition  of  effectixe  piursuit  of 
psychotherapy  is  proof  in  the  patient  of  his  intention  to  take  sides  with  the 
therapist  against  the  sick,  destructi\'e  part  of  himself.  The  shunting  of  the 
goal  of  human  relations  away  from  love  to  purposes  of  power  iuid  destruc- 
tion is  the  essence  of  perversion. 

A  therapist  places  himself  in  an  impotent  position  if  he  e\en  appears  to 
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tolerate  such  perversion.  This  is  pseudo-permissiveness,  not  true  acceptance 
of  the  patient's  worth  as  a  human  being.  In  essence,  then,  as  therapist  we 
accept  what  is  human  and  fundamentally  good  in  any  suffering  patient. 
We  have  no  choice  but  to  reject  that  part  of  his  sick  behavior  which  is 
perverted  and  inhuman.  With  regard  to  this  question,  the  therapist  must 
take  a  clear  stand. 

There  are  indications  in  this  therapeutic  tale  of  persistent  doubt  in  the 
therapist  as  to  whether  or  not  he  can  work  with  this  patient.  Here  is  a  young 
man  described  as  arrogant,  belligerent,  destructive,  promiscuous,  and  in- 
cestuous. At  the  outset,  the  therapist  rejects  this  patient  outrightly.  In- 
ferentially,  he  judges  this  patient  to  be  hopeless,  but  seven  months  later  the 
therapist  decides  to  trv.  Why?  Unfortunately,  we  are  not  informed  as  to 
how  the  therapist  changed  his  mind.  This  is  a  significant  circumstance 
which  is  in  no  way  elucidated. 

The  sequence  of  therapeutic  events  can  be  understood  in  stages.  In  the 
first  stage  this  destructive  patient  is  still  influenced  by  his  experience  of 
initial  rejection.  Unconvinced  as  to  his  acceptability,  he  makes  an  effort  to 
be  a  good  boy.  He  attempts  for  a  period  of  time  to  propitiate  the  therapist 
as  if  one  wrong  move  on  his  part  would  once  again  cause  him  to  be  ostra- 
cized. During  this  period  we  have  the  report  of  a  dream  which  is  presumed 
to  epitomize  the  dominant  emotional  attitudes  of  the  patient. 

Since  no  associations  are  given  with  the  dream,  it  is  necessary  to  specu- 
late on  the  meaning  of  the  dream  in  its  bare  form.  The  dream  begins  with 
the  patient  walking  along  the  beach  where  many  people  are  fishing  with- 
out much  luck.  In  this  dream  it  would  appear  that  the  patient  feels  alone, 
that  he  is  in  a  hungry,  needy  state.  One  might  say  he  is  fishing  for  love,  and 
there  is  some  unsatisfied  sex  striving.  This  is  implied  in  the  description  of 
the  old  man  uncovering  a  hole  in  the  sand,  from  which  he  pulls  out  all  kinds 
of  fish.  The  old  man  might  be  interpreted  as  representing  the  therapist;  the 
fish  may  symbolize  multiple  penises  and  multiple  sex  experiences. 

The  second  part  of  the  dream  enables  the  patient  through  his  phantasy 
wish  to  get  access  to  his  girl  friend.  The  patient  shares  with  his  girl  friend 
the  amazing  discovery  that  where  everyone  else  failed,  the  old  man  seems 
to  have,  so  to  speak,  a  boundless  good  fortune  in  his  sexual  potency.  The 
connotation  of  this  dream  is  that  the  patient  hopes  through  the  omnipotent 
powers  of  the  therapist  to  become  a  potent  male  and  win  his  girl  friend. 

In  the  second  stage  the  patient's  need  to  hurl  a  defiant,  competitive 
challenge  against  the  therapist  is  reflected  both  in  his  waking  behavior  and 
in  the  sample  dream  of  that  period.  In  the  dream  the  patient  launches  an 
attack  on  the  professor  or  therapist.  He  competes  with  the  presumed 
omnipotence  of  the  therapist.  He  tries  to  usurp  the  authority  of  the  thera- 
pist. At  the  same  time,  there  is  conflict.  There  is  anxietv  about  failure.  There 
is  guilt  and  a  provocation  for  discipline.  In  essence,  in  this  dream  the 
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patient  neurotically  asserts  his  competitive  power  drive;  he  seeks  to  bf;  the 
father  before  he  is  the  son,  but  fears  retaliation. 

Then  we  have  the  description  of  the  critical  incident,  'iliis  follows  a 
period  dominated  by  the  patient's  provocative,  negativistic  behavior.  The 
therapist's  apparent  tolerance  is  exhaust(;d  and  he  tells  tlie  patient  to  "go 
plumb  to  hell. "  This  is  the  critical  turning  point;  we  then  see  the  effect  of 
this  upon  the  patient's  attitudes. 

In  the  third  dream  it  appears  that  the  patient  confesses  that  his  way  of 
loving,  his  manhood,  and  his  power  are  counterfeit,  whereas  by  contrast  the 
manliness  of  the  professor  or  therapist  is  genuine.  In  this  dream  the  pa- 
tient's car  may  be  interpreted  as  the  symbol  of  his  masculinity.  He  is 
deprived  of  the  car  by  several  children.  In  essence,  he  is  castrated  by  the 
child  in  himself.  This  in  effect  represents  unconscious  self-punishment. 
After  emasculating  himself  in  this  self-punishing  move,  he  demands  to  be 
paid  off  for  his  injury  by  the  parent  figure,  the  mother.  But  then  the  patient 
experiences  a  further  level  of  conflict.  If  the  mother  accedes  and  compen- 
sates him  for  his  damages,  in  the  end  this  will  penalize  the  father  figure,  the 
professor,  and  the  therapist.  The  patient  reacts  with  remorse.  He  does  not 
wish  to  do  this.  In  effect  this  is  a  disguised  confession  that  he  has  developed 
a  liking  for  the  father  person,  and  this  inhibits  him  from  inflicting  a  penalty. 

In  the  fourth  dream  he  attempts  in  a  futile  way  to  defy  the  therapist's 
or  God's  power  to  punish  him.  In  a  typically  adolescent  manner  he  pits  his 
own  omnipotent  striving  against  the  power  of  God  and  loses.  This  ad- 
mission that  he  cannot  fight  God,  that  he  really  is  not  possessed  of  omnip- 
otent powers,  is  in  the  direction  of  health. 

This  trend  continues  and  in  the  fourth  dream  the  patient  seems  for  the 
first  time  to  admit  that  he  is  a  sick  person  and  assumes  a  genuine  respon- 
sibility for  his  involvement  in  psychotherapy. 

In  the  discussion  of  the  incident  the  therapist  raises  the  issue  of  the 
appropriate  attitudes  of  the  therapist  toward  a  nasty,  destructive  patient. 
His  own  story  points  home  the  lesson  that  inappropriate  permissi\eness 
toward  this  kind  of  perversion  in  human  relations  passively  accentuates  the 
illness,  rather  than  opening  the  way  to  a  basic  change  in  the  patient's 
character  toward  health.  As  earlier  indicated,  the  prime  question  is  one  of 
finding  a  suitable  ethics  for  the  therapeutic  role  with  destructive  persons. 
To  be  permissive  toward  this  form  of  perversion  of  human  relations  is  not 
in  the  interest  of  either  patient  or  therapist.  Effecti\'e  control  of  such  be- 
havior is  a  necessary  condition  to  the  initiation  of  therapy.  Without  this  the 
likelihood  of  therapeutic  progress  is  viitually  nil.  Even  if  a  patient  of  this 
sort  comes  to  his  sessions,  he  misunderstands  and  misuses  the  experience; 
there  is  danger  that  he  may  exploit  the  therapeutic  relationship  as  the  pawn 
of  his  machiavellian  machinations.  To  meet  such  a  threat,  the  therapist 
must  take  a  firm,  clear  position. 
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If  such  a  therapeutic  situation  were  better  understood  and  the  intrinsic 
vakie  conflicts  more  clearly  defined,  it  would  likely  be  unnecessary  for  the 
therapist  to  tell  any  patient  to  go  to  hell.  It  might  serve  better  the  interests 
of  both  patient  and  therapist  for  the  therapist  to  hold  no  guilt  in  asserting 
firmly  and  in  no  imcertain  terms  that  such  destructiveness  is  a  totally  unfair 
imposition  on  the  lives  of  other  people  and  will  not  be  tolerated.  This  is  a 
position  of  strength  and  a  forthright  assertion  of  a  basic  value  in  human 
relations  about  which  a  therapist  need  have  no  guilt,  whatever.  If  the 
therapist  shows  strength  and  objectivity,  it  becomes  unnecessary  to  tell  a 
patient  to  "go  plumb  to  hell." 

Robert  Blake  .  .  . 

The  critical  incident  is  telling  the  patient,  "Go  plumb  to  hell."  After 
this  incident  the  patient  became  cooperative  and  responsive.  The  thera- 
pist's instruction  is  said  to  have  excited  a  "purging"  effect.  Rather  than 
accepting  his  reactions  in  the  therapy  situation,  the  therapist  in  effect  re- 
jected the  behavior  of  the  patient,  which  constitutes  a  dramatic  shift  in  the 
role  of  the  therapist.  The  rejection  results  in  the  patient's  feeling  more  com- 
pelled to  do  what  apparently  is  expected  of  him:  to  act  in  a  manner  conso- 
nant with  the  therapist's  conception  of  how  patients  should  behave.  The 
patient  became  more  cooperative  and  produced  more  and  possibly  even 
"better"  dreams,  perhaps  even  in  compliance  with  his  perception  that  the 
therapist  regarded  dream  material  as  the  sine  qua  non  of  a  cooperative 
patient.  Perhaps  the  incident  had  the  additional  effect,  as  reported,  of  pro- 
viding a  dependency  relationship  under  which  the  client  could  adjust.  A 
person  in  a  position  of  authority  rejects  his  past  conduct.  With  the  increased 
pressure  to  be  "good"  he  is  able  to  be  "good,"  with  a  happy  outcome  in  terms 
of  life  adjustments. 

If  the  analysis  above  is  in  the  right  direction,  then  I  would  interpret  the 
outcome  to  be  due  as  much  to  this  engineering  aspect  as  to  any  significant 
increase  in  "insight"  or  to  problem-solving  skill.  It  is  as  though  superego 
structures  have  been  strengthened  by  an  act  of  punishment.  The  conse- 
quence is  "good"  conduct,  radier  than  insight  into  the  reasons  for  needing 
to  be  "bad."  Satisfactory  change  from  either  direction  may  be  enough  of  a 
criterion  to  justify  engineering  of  this  sort,  but  I  feel  that  greater  maturity  of 
adjustment  would  come  from  understanding  of  the  need  to  "be  bad"  rather 
than  reinforcement  of  the  obligation  to  "be  good." 

Rudolf  Dreikurs  .  .  . 

This  is  one  of  many  examples  of  how  a  shocking  experience,  in  a  deteri- 
orating therapeutic  relationship,  can  have  beneficial  effects.  This  incident 
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clearly  indicates  why.  The  therapist  states  that  the  patient  "persisted  in 
his  aggressive  and  ofiFensive  nc^gativism  ff)r  s(!V(?ral  months."  The  inability 
of  the  therapist  to  change  this  situation  cannot  help  but  diminish  whatever 
respect  the  patient  may  have  had  for  him.  One  can  well  assume  that  the 
sessions  were  neither  interesting  nor  impressivt;.  Suddenly,  the  therapist 
showed  some  spunk  by  telling  the  patient  to  go  to  hell,  and  that  apparently 
made  an  impression  on  him  and  had  some  good  effect.  After  that,  he  be- 
came cooperative  and  responsive. 

The  examples  provided  as  critical  incidents  are  full  of  such  psychologi- 
cal shock  treatments.  They  are  often  reported  by  therapists  whose  tech- 
nique is  more  or  less  permissive  and  noninterfering.  Many  therapists  func- 
tion ade(juately  only  under  optimal  conditions,  preferably  with  the  patient 
on  the  couch.  When  action,  decision,  or  definite  steps  are  necessary  and 
indicated,  the  therapist  is  often  at  a  loss,  psvchologicallv  speaking.  His 
psychological  indoctrination  and  training  do  not  provide  him  with  guides 
for  such  situations.  If  he  is  resourceful,  he  usually  devises  a  varietv  of  shock 
treatments.  Then  he  either  loses  the  patient,  or  gains  his  attention  and 
perhaps  even  confidence.  At  any  rate,  such  an  incident  permits  a  reconsider- 
ation of  the  therapeutic  relationship  and  a  realignment.  With  better  train- 
ing in  interpersonal  relationships  and  interactions  a  therapist  may  not  need 
to  resort  to  such  shock  treatments. 


Albert  Ellis  .  .  . 

I  have  had  a  few  experiences  with  patients  which  closely  parallel  that 
ovitlined  in  this  critical  incident,  and  I  am  therefore  entirely  in  favor  of 
telling  a  patient,  under  some  circumstances,  to  go  plumb  to  hell  or  some 
reasonable  equivalent. 

In  one  instance,  where  I  was  seeing  a  schizophrenic  giil  \\"ho  had  had 
no  less  than  16  years  of  previous  therapv  with  several  competent  therapists, 
and  who,  when  I  saw  her,  was  still  exceptionallv  disturbed,  I  took  all  the 
patient  could  give  for  se\'eral  months.  And  she  ga\e  plenty!  She  would  call 
me  up  literally  in  the  middle  of  the  night;  would  refuse  to  lea\e  the  thera- 
peutic session  when  her  time  had  expired;  would  yell  at  me  in  a  loud  tone 
of  voice,  so  that  any  other  waiting  patients  could  hear;  would  phone  me 
while  other  patients  were  being  seen  and  would  refuse  to  make  tlie  call 
brief,  so  that  I  finally  would  have  to  hang  up  on  her;  and  would  do  all  kinds 
of  other  negative,  hostile  acts.  I  absorbed  all  this  hostility  and  obtained  a 
fine  degree  of  rapport  with  her;  but  still,  from  time  to  time,  she  would  be 
hostile  in  an  overt  manner. 

One  day,  when  she  was  refusing  to  leave  my  office  \\'hen  her  session  had 
expired,  I  deliberately  raised  my  xoice  and  said:  "Now,  look  here:  Ino 
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taken  enough  of  your  nonsense  as  far  as  not  getting  out  of  here  on  time  is 
concerned.  I've  spoken  to  you  nicely  about  this  several  times  before,  but 
apparently  it  hasn't  done  any  good.  Now  I'm  telling  you  once  and  for  all: 
if  you  don't  get  out  of  here  pronto  whenever  I  signal  that  the  session  has 
come  to  an  end,  you  can  take  yourself  straight  to  another  therapist.  And  that 
goes  for  those  telephone  calls  and  other  annoyances  of  yours,  too.  If  I  ever 
so  much  as  receive  one  single  unnecessary  call  from  you  again,  especially 
when  I  tell  you  that  I  am  busy  and  cannot  speak  to  you  at  the  time,  that's 
the  end  of  our  relationship.  And  I  mean  it!  I've  taken  enough  of  your 
nonsense,  and  it  seems  to  me  that  I've  been  pretty  nice  to  you  in  the  mean- 
time. But  enough  is  enough!  Either,  hereafter,  you  are  going  to  show  some 
respect  for  me  and  my  way  of  working,  or  you  can  go  to  the  devil  and  get 
another  therapist.  And,  if  you  want,  I'll  be  glad  to  recommend  you  to  one 
right  now." 

My  patient,  with  a  terribly  shocked  look,  immediately  became  concilia- 
tory and  apologetically  left.  Thereafter,  for  a  period  of  several  months,  I 
had  no  trouble  with  her.  During  this  period,  she  also  improved  consider- 
ably, for  the  first  time  in  her  long  history  of  psychotherapy.  She  then  began 
to  slip  slowly  back  into  her  previous  negative  behavior  toward  me;  and, 
after  taking  this  for  a  few  sessions,  I  again  let  her  have  it,  right  between  the 
eyes  as  it  were,  and  again  told  her  that  I  would  refuse  to  see  her  again  if  she 
did  not  immediately  change  her  ways.  She  quickly  became  much  more 
considerate;  I  had  very  little  trouble  with  her  thereafter,  and  she  made  even 
more  remarkable  improvements. 

On  two  other  occasions,  with  male  patients,  I  told  each  of  them,  after  I 
had  seen  them  only  a  few  sessions,  "Now  let's  stop  this  nonsense.  You're 
giving  me  an  obvious  pack  of  lies  and  evasions,  and  at  that  rate  we'll  get 
absolutely  no  place.  If  you  want  to  go  on  kidding  yourself,  and  refraining 
from  trying  to  get  better,  that's  your  business.  But  my  business  is  helping 
people  get  better,  and  I  don't  intend  to  waste  any  time  with  those  who  keep 
giving  me  a  lot  of  trouble.  Now  either  you  quit  or  stew  in  your  own  damned 
neuroses  for  the  rest  of  your  life.  Which  shall  it  be?"  In  both  these  instances, 
my  patients  made  remarkable  changes  in  their  attitudes  toward  me,  toward 
therapy,  and  toward  themselves. 

I  feel,  therefore,  that  the  therapist  in  this  critical  incident  was  wise  and 
courageous,  and  that  a  good  deal  more  well-timed  and  well-aimed  harsh 
language  on  the  part  of  therapists  is  often  called  for  in  eflFective  psycho- 
therapy. I  find  the  use  of  well-chosen  expletives,  especially  with  certain 
patients,  usually  useful  in  this  connection.  To  paraphrase  an  old  Chinese 
saying,  one  good  picturesquely  chosen  word  may  be  worth  a  thousand 
mild-mannered  ones  in  getting  over  to  the  patient  the  idea  the  therapist 
really  means  business. 
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J.  W.  Klapman  .  .  . 

There  is  really  little  to  add  to  what  the  doctor  has  already  remarked 
about  this  critical  incident.  It  does  appear  that  tlu^re  are  some  primitive, 
narcissistic  egos  who  delight  in  perverse  behavior  toward  others  whicli 
gives  them  a  feeling  of  omnipotence,  and  feeds  the  narcissism. 

If,  after  a  more  or  less  lengthy  period  of  enduring  tin;  patient's  pranks 
and  seeming  to  be  taken  in  by  the  patient,  the  therapist  calls  the  turn,  it  is 
like  suddenly  pulling  the  rug  out  from  under  the  pati(;nt.  To  this  kind  of 
individual  there  is  no  clearer,  more  definitive  way  of  exploding  his  self- 
concept  and  demonstrating  that  all  the  time  the  therapist  had  taken  the 
patient's  true  measure. 

Is  it  that  on  a  deeper  level  the  therapist  is  seen  as  a  magician  whose 
potency  rivals  or  exceeds  that  of  the  patient,  and  he,  the  therapist,  had 
better  be  made  a  friend  rather  than  a  foe? 

There  was  enough  of  a  healthy  part  in  this  patient's  personality  to  arrive 
at  some  such  conclusion,  and  therapy  could  proceed  to  a  happy  ending.  In 
other  individuals  this  challenge  sets  ofiF  no  insight,  and  the  patient  proceeds 
on  his  downgrade  path. 

Clara  Thompson  .  .  . 

I  seriously  feel  that  the  therapist  should  not  have  taken  this  patient  for 
treatment,  if  the  patient  was  all  the  things  described  in  the  first  paragraph, 
especially  since  he  was  treating  the  young  woman  in  whom  the  man  was 
interested.  It  would  be  helpful  to  know  why  it  was  suitable  seven  months 
later.  If  the  case  is  that  the  young  woman  had  ceased  to  be  interested  in  the 
man  by  then,  I  suppose  a  courageous  therapist  might  attempt  the  work, 
but,  since  she  eventually  married  him,  that  does  not  seem  to  have  been  the 
case.  Even  if  that  were  the  situation,  I  would  expect  that  such  a  patient 
might  hope  to  manipulate  the  therapist  into  influencing  the  woman.  If  the 
woman  was  still  in  treatment  at  the  time,  I  would  expect  even  more  effort 
on  the  part  of  the  patient  to  influence  her  therapy.  In  either  case,  I  belie\e 
the  therapist  would  start  with  a  handicap.  It  is  difficult  under  an\-  circum- 
stances for  a  therapist  to  analyze  two  people  closeh^  in\ohed  with  each 
other,  although  some  workers  report  success  in  so  doing,  and  e\'en  recom- 
mend it  as  having  advantages.  My  own  experience  has  been  that  it  is  diflB- 
cult  to  maintain  the  necessary  loyalty  to  both  people,  and  this  difficult^"  is 
greatly  increased  if  no  eventual  rapprochement  between  the  two  is  likely.  I 
would  think,  unless  a  miracle  happened,  that  this  patient  was  not  likely  to 
be  a  suitable  husband  until  after  many  years  of  therapy,  if  e\"er.  Therefore, 
I  am  interested  in  why  the  therapist  took  on  this  difficult  case. 
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In  the  first  dream  presented,  I  think  there  is  some  confirmation  of  my 
point  of  view.  The  old  man,  presumably  the  therapist,  had  a  trick  way  of 
getting  fish.  In  other  words,  if  you  hang  around  him,  you'll  get  what  you 
want. 

Next,  I  should  like  to  know  what  is  meant  by  his  being  "relieved  of 
pressure."  Is  this  the  point  at  which  he  got  the  girl,  for  instance,  and,  there- 
fore, need  not  be  on  his  good  behavior  anymore? 

The  question  presented  for  discussion,  however,  is  not  whether  this  was 
a  suitable  therapeutic  situation  in  the  first  place,  but  whether  one  should 
express  one's  feelings  of  annoyance  and  anger  to  a  patient,  and  why,  having 
done  it,  there  was  a  beneficial  efl^ect  on  therapy.  The  beneficial  effect  on 
therapy,  I  believe,  was  due  to  clearing  up  the  insincerity  in  the  therapeutic 
situation.  I  believe  the  therapist  did  not  like  the  patient  in  the  first  place. 
The  patient,  as  described,  was  not  a  likeable  person.  Possibly  the  therapist 
believed  that,  in  his  role,  he  had  no  right  to  personal  feelings  about  the  case, 
and  managed  to  suppress  them  for  a  time.  The  patient,  on  his  part,  had  a 
stake  in  getting  along  with  the  therapist,  as  I  have  already  discussed.  So  the 
two  entered  into  a  fake  relationship  of  pseudo  cooperation,  but  the  patient 
couldn't  keep  it  up,  and  presently  reverted  to  his  accustomed  defenses.  The 
therapist  may  have  felt  hurt  that  his  own  efforts  at  good  will  were  ineffec- 
tive, and  eventually  his  true  feeling  for  the  patient  came  out.  I  believe  that 
until  this  happened,  no  real  therapy  was  taking  place.  Only  a  sincere  re- 
lationship between  therapist  and  patient  can  produce  lasting  results.  The 
therapist's  personality  is  the  instrument  through  which  the  patient  eventu- 
ally experiences  insight.  Any  falseness  on  the  part  of  the  therapist  acts  just 
as  much  as  a  defense  against  the  relationship  as  falseness  in  the  patient 
does.  It  would,  therefore,  have  been  better  if  there  had  been  an  honest 
understanding  between  the  two  to  begin  with.  The  therapist  was  under  no 
misapprehension  about  the  character  of  the  man.  He  must  have  had  some 
understanding  from  treating  the  young  woman.  Moreover,  a  psychiatrist,  in 
whom  he  had  confidence,  had  refused  to  take  the  patient.  It  would  have 
been  better,  I  think,  to  have  started  the  treatment  by  pointing  to  the  ob- 
noxious qualities  of  the  young  man,  franklv  stating  that  these  would  be  a 
great  hazard  in  treatment,  and  that  the  therapist  was  not  going  to  be  very 
patient  with  them  when  they  appeared.  It  is,  of  course,  possible  that  the 
patient  might  have  refused  treatment  under  these  conditions,  but,  if  so,  I 
would  think  he  had  not  been  very  strongly  motivated  for  treatment  to  begin 
with,  but  was  entering  therapy  for  some  other  purpose:  for  example,  in  the 
hope  of  manipulating  the  therapist  into  influencing  the  young  woman,  or 
hoping  to  win  her  by  going  through  the  motions  of  therapy.  If  these  had 
been  his  only  motivations,  time,  money,  and  energy  would  have  been  saved 
by  nipping  this  ambition  at  the  start. 

However,  apparently  this  yoimg  man  had  more  sincere  motives  for 
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therapy,  although  he  may,  perhaps,  have  had  the  otlier  hopes  also.  So  I 
think  he  would  have  begun  therapy  in  spite  of  tlu;  therapist's  doubts,  but 
the  situation  would  have  been  more  sinecjre  from  the  beginning,  and  it 
would  have  been  possible  to  point  out  liis  befiavi(;r  patterns  as  they  ap- 
peared, as  something  already  anticipated  and  unproductiv(;.  The  therapist 
might  never  have  had  to  "send  him  to  hcilj"  b(;cause  he  would  have  be(;n  less 
frustrated.  On  the  other  hand,  the  obstructionism  may  fiave  been  so  great 
that  not  even  these  initial  safeguards  would  have  prevented  the  f(>eling  of 
complete  frustration  which  found  expression  in  telling  the  pati(;nt  to  "go  to 
hell." 

In  short,  I  believe  the  therapist's  act  was  a  good  therapeutic  move  under 
the  circumstances;  it  was  good  because,  for  the  first  time,  he  was  completely 
sincere  with  the  patient,  but  it  would  have  been  even  better  if  the  therapist 
had  been  outspoken  from  the  beginning  about  the  problems  of  therapy. 

We  are  not  told  how  long  therapy  continued  after  the  crisis.  I  would 
expect  this  to  have  been  the  turning  point  where  real  therapy  began,  and 
that  a  far  from  placid  course  continued  for  a  long  time  after  that  event.  In 
the  more  sincere  later  dreams,  the  patient's  tendency  to  project  blame 
shows  very  clearly.  In  my  experience,  the  analyst  who  is  tolerant  and  ac- 
cepting under  all  circumstances  does  not  really  help  the  patient  because 
he  has  assumed  a  God-like  pose  which  he  cannot  maintain  with  complete 
sincerity. 
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History 

The  patient,  a  27-year-old  woman,  single,  nurse  in  a  department 
of  child  neurology,  had  three  months  of  individual  therapy,  then  com- 
bined individual  with  group  therapy.  She  was  a  person  of  consider- 
ably higher  intelligence  than  her  functioning  at  the  beginning  of 
therapy  warranted.  Her  energy  was  dissipated  by  anxiety.  Her  main 
conflicts  stemmed  from  dependency— loyalty  to  traditions  and  reli- 
gion—on the  one  hand,  and  independence,  emancipation,  and  doubt 
on  the  other.  She  had  separated  from  her  family,  yet  she  had  not  suc- 
ceeded in  resolving  her  dependency.  She  was  consumed  by  guilt 
feelings  and  driven  by  masochistic  needs  to  provide  danger  and  its 
punitive  consequences. 

She  came  for  treatment  after  the  traumatic  experience  of  an  im- 
pregnation by  a  married  man,  an  illegal  abortion,  followed  by  a  rather 
promiscuous  sex  life,  moderate  addiction  to  barbiturates,  and  occa- 
sional bouts  of  alcoholic  intoxication.  All  this,  of  course,  endangered 
her  position  as  a  nurse,  although  her  working  adjustment  was  an  ex- 
cellent one.  She  loved  her  work  and  the  children  in  the  ward,  and 
could  forget  and /or  hide  all  her  problems  during  her  working  hours. 
Yet,  at  any  moment,  even  this  last  basis  of  her  shaky  ego  integration 
could  be  destroyed  by  her  masochistic  acting  out. 

246 
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Incident  A 

After  a  few  months  of  combined  treatment  a  new,  male  patient 
was  introduced  to  the  group.  After  a  short  period  of  flirtation  })etween 
this  young  man  and  the  nurse,  she  seduced  him,  which  was  followed 
by  the  usual  self-accusation — "I  am  a  bad  girl" — and  demands  on  the 
therapist  to  scold  and  punish  her,  mixed  with  tiie  anxious  expectation 
to  be  discharged  from  treatment  as  "hopeless." 

I  felt  tliat  this  situation  could  be  handled  in  different  ways.  I  could 
remain  objective,  emotionally  uninvolved,  and  could  interpret  to  the 
patient  her  masochistic  acting  out  and  hysterical  demands.  When- 
ever that  had  been  done  before,  it  had  only  led  to  further,  more  pun- 
ishment provoking  actions. 

The  obvious  "oedipal"  elements  of  the  last  incident  could  have 
been  pointed  out,  as  the  patient  verbalized  both  her  triumphant  and 
her  panicky  feelings  about  having  "taken  your  patient"  from  the 
(woman)  therapist.  I  answered  with  the  joke:  "I  did  not  want  to  sleep 
with  him,"  in  this  way  pointing  out  the  reality  of  the  situation  with- 
out "deeper"  interpretation. 

The  episode  was  then  discussed  with  great  concern  on  my  part, 
pointing  out  her  need  to  dominate  and  subjugate  the  man  through 
seduction,  culminating  in  the  sex  act;  her  competitiveness  with  other 
women  by  "taking  the  man  away  from  them";  her  disregard  of  conse- 
quences for  herself  and  others,  ( the  male  patient  had  acted  according 
to  his  neurotic  needs,  by  insulting  and  humiliating  her  after  inter- 
course). She  understood  that  she  continued  her  neurotic  vicious 
circle  of  acting  not  only  in  a  way  which  she  herself  considered  wrong 
and  for  which  she  wanted  to  be  punished,  but  also  in  a  way  which 
was  asocial  toward  a  co-patient,  since  it  aggravated  his  neurotic  prob- 
lems. 

Discussion 

My  emotional  involvement  gave  her  the  feeling  ( and  rightly  so ) 
that  I  really  cared  that  she,  a  human  being  with  so  much  sense  of  re- 
sponsibility and  love  for  children,  such  a  worthwhile  person  with 
social  feeling,  could  be  driven  to  acts  so  destnicti\e  to  herself  and 
others. 

All  this  was  discussed  in  the  group,  too.  The  patient  "confessed 
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everything"  to  the  group  (the  confession  served  her  masochistic 
needs ) ,  but  as  she  was  Kked  and  respected  for  her  many  good  quali- 
ties, the  group  members  responded  spontaneously  in  a  way  similar  to 
mine.  One  man,  who  made  a  contemptuous  remark,  was  attacked  by 
the  others.  All  this  gave  the  patient  a  new  sense  of  belonging,  with 
group  values  less  conflicting  and  confusing  than  those  taught  her  by 
her  parents  and  given  up  bv  her  with  guilt  feelings. 

Incident  B 

The  second  incident  seems  to  have  dvnamics  similar  to  the  first, 
but  it  has  even  more  intensive  emotional  involvement  for  all  people 
concerned. 

In  the  second  year  of  treatment  the  patient  was  again  involved  in 
a  sado-masochistic  relationship,  this  time  with  a  doctor  in  her  hospital. 
One  evening,  when  she  felt  rejected,  humiliated  by  him,  she  drank 
enough  liquor  to  behave  with  another  man  (who  exploited  her 
drunken  state )  in  a  way  that  seriously  endangered  her  reputation  in 
the  hospital.  She  was  panic-stricken  bv  the  possible  consequences  of 
her  actions  when  she  related  the  details  of  this  episode  during  her  ses- 
sion with  me.  At  this  point  I  became  quite  angry  and  told  her  she  was 
in  the  process  of  becoming  an  "alcoholic  nymphomaniac."  I  said  I 
would  have  to  hospitalize  her  if  she  was  unable  to  control  herself.  She 
had  to  abstain  completely  from  alcohol  and  sexual  intercourse  for 
three  months,  otherwise  she  most  certainly  would  lose  her  job  and 
"end  in  the  gutter."  She  cried  and  asked  me  not  to  hospitalize  her,  and 
promised  to  obey  these  "rules  of  abstinence." 

During  all  this  I  felt  that  this  attitude  of  mine  was  the  one  she 
desperately  wanted.  I  expressed  my  unhappiness  about  being  put 
into  the  position  of  the  threatening  authority,  but  this  seemed  to  be 
the  only  way  to  protect  her  from  further  damage  and  to  help  her  ac- 
cept the  reality  experience  of  "actions  have  consequences." 

In  the  next  group  sessions  the  patient  felt  better  and  reported 
rather  realistically  what  had  happened  in  the  hospital  and  in  her  in- 
dividual session.  The  group  members  turned  against  me.  How  could  I 
have  taken  such  a  moralizing,  punishing  attitude?  I  explained  again 
my  own  anxiety  about  what  could  happen  to  a  patient  who  cannot 
learn  to  act  within  socially  acceptable  limits,  and  I  added  that  I  had 
had  some  sleepless  hours  the  previous  night,  because  all  this  was 
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happening  in  the  second  year  of  therapy.  I  told  the  group  that  I  liad 
explored  the  whole  course  of  treatment  in  my  mind,  asking  myself 
whether  I  "had  failed  the  patient  in  some  way  or  whether  tli(.'  group 
had  failed  her"  in  her  need  for  friendliness  and  friends! lip  without 
domination  and  exploitation. 

Discussion 

This  incident  seemed  to  help  the  patient  a  great  deal.  From  then 
on  she  was  able  to  change  radically.  She  developed  a  certain  dignitv 
in  all  her  relationships,  like  a  person  with  inner  worth,  and  could 
control  her  impulsive  acting  out.  She  was  less  competitive  towards 
women  and  less  seductive  and  demanding  towards  men.  She  became 
warm,  friendly,  and  pleasantly  flirtatious,  a  thoroughly  reliable  per- 
son as  she  had  been  previously  only  in  the  job  situation. 

Jerome  D.  Frank  .  .  . 

Patients  like  this  one,  whose  self-respect  is  very  severely  damaged  and 
who  have  difficulty  controlling  their  own  impulses,  need  to  feel,  above  all, 
that  the  therapist  has  real  concern  for  them  based  on  respect  for  their  poten- 
tialities, if  not  for  assets  already  evident.  This  concern  is  best  conveyed  by 
a  strong  attack  on  the  deviant  behavior  as  unworthy  of  the  patient.  This 
type  of  attack,  paradoxically,  heightens  the  patient's  self-esteem  rather  than 
damages  it,  because  it  is  obviously  based  on  real  concern  and  respect.  The 
contrary  attitude  of  "permissiveness"  or  of  interpretations  of  the  behaxior 
which  are  "not  emotionally  involved"  often  convey  to  the  patient  that  the 
therapist  is  indifferent  or  really  does  not  expect  much  of  him,  thereby 
further  damaging  his  self-esteem. 

I  agree  with  the  therapist  that  her  behavior  in  the  tx\  o  incidents  was 
felt  by  the  patient  to  be  similar,  even  though  ostensibly  different.  The  first, 
although  couched  in  terms  of  interpretation,  is  loaded  with  words  contain- 
ing value  judgments  and  thereby  was  imdoubtedly  perceived  as  strong  dis- 
approval of  the  behavior.  In  tlie  second  this  disapproval  was  expressed  di- 
rectly with  even  more  benefit. 

The  role  of  the  group  in  the  episode  is  somewhat  imclear.  I  suspect  that 
they  mirrored  the  therapist's  attitudes;  that  is,  they  attacked  die  patient's 
behavior  as  being  unworthy  of  what  she  could  be  but  did  not  criticize  her 
as  a  person.  This  is  suggested  by  the  note  that  they  attacked  one  man  who 
made  a  "contemptuous  remark."  I  wonder  whether  or  not  tlie  mim  in- 
volved in  the  seduction  played  any  part  in  the  gioup  episode. 
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I  doubt  the  wisdom  of  the  therapist's  telling  the  group  and  the  patient  of 
her  own  unhappiness  at  having  to  be  in  the  position  of  threatening  author- 
ity, and  her  self-doubts.  In  a  well-established  group  like  this,  the  therapist's 
expression  of  anxiety  probably  does  no  harm  and  may  be  helpful  in  convey- 
ing that  the  therapist  feels  herself  to  be  a  member  of  the  group  and  not 
above  it  or  aloof  from  it;  in  early  groups,  however,  or  in  any  early  thera- 
peutic contacts,  this  may  be  risky.  Patients  come  to  therapy  to  straighten 
out  their  own  problems  and  do  not  wish  to  be  burdened,  as  they  see  it,  with 
those  of  the  therapist.  Also,  breast-beating  by  the  therapist  is  apt  to  under- 
mine the  patient's  initial  faith  in  him  which  is  so  important  for  the  establish- 
ment of  a  therapeutic  relationship.  The  therapist  can  reveal  his  own  prob- 
lems in  order  to  show  his  common  humanity  with  the  patients,  but  not  in 
such  a  way  that  he  undermines  the  patients'  confidence  in  his  ability  to 
handle  emotional  problems.  Sometimes,  too,  hearing  how  a  therapist  has 
solved  a  problem  only  discourages  certain  patients  and  makes  them  feel 
even  more  inadequate  than  before. 

Fay  Karpf  ... 

The  first  critical  incident  reported  in  this  case,  in  which  the  patient 
boasts  about  having  taken  one  of  the  therapist's  other  patients  in  group 
therapy  away  from  her  through  seduction,  and  to  which  the  therapist 
replies  with  a  questionable  joke  intended  to  be  a  reality  interpretation, 
immediately  defines  a  strange  therapeutic  situation.  For  the  patient  was 
evidently  challenging  the  authority  of  the  therapist  in  the  therapeutic  situa- 
tion rather  than  on  the  sexual  basis  to  which  the  therapist  directed  attention 
and  which  placed  her  in  competition  with  her  patient. 

The  more  serious  discussion  of  the  episode,  it  seems  to  this  com- 
mentator, did  not  really  get  down  to  fundamentals  as  defined  by  the  thera- 
pist herself,  perhaps  because  the  therapist's  theoretical  orientation  led  away 
from  these  considerations.  But  what  about  the  dependency-independency 
conflicts  mentioned  in  the  History?  Why  did  the  patient  rebel  so  destruc- 
tively and  so  defiantly  against  her  background,  against  her  established 
loyalties,  and  against  what  she  still  so  strongly  believed  in  that  "she  was 
consumed  by  guilt  feelings  and  driven  by  masochistic  needs  to  provide 
danger  and  its  punitive  consequences"? 

One  gets  the  feeling  that  we  really  do  not  know  enough  about  this 
patient  to  discuss  these  matters  in  their  important  and  meaningful  setting. 
Can  it  really  be  that  after  the  episode  noted  above  and  the  equally  destruc- 
tive past  history,  she  could  so  readily  develop  "a  new  sense  of  belonging, 
with  group  values  less  conflicting  and  confusing  than  those  taught  her  by 
her  parents  and  given  up  by  her  with  guilt  feelings"?  Can  such  basic  con- 
flicts of  value  and  conduct  be  successfully  resolved  without  going  into  the 
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complex  socio-cultiiral  aspects  of  the  patient's  background  and  her  destruc- 
tive rebellion  against  this  background,  thus  ('nal)lirig  the  patient  to  sec.  her 
problem  in  the  broaden  setting  in  which  sIk;  must  (;v(;ntually  solve  it?  This 
in  any  event  is  the  trend  of  the  recent  socio-cultural  approach,  and  it  is  the 
vievi'  of  this  commentator  that  it  has  much  to  offer  in  psychotherapy  in  deal- 
ing with  such  problems. 

The  second  critical  incident  confirms  this  commentator's  view  that  what 
this  patient  needed  was  a  more  integrative  approach  directed  trnvard 
building  up  a  new  positive  outlook  on  life  to  replace  or  repair  the  guiding 
values  which  she  had  so  defiantly  discarded,  but  which  still  had  a  sufficient 
hold  on  her  to  make  her  feel  guilty  and  worthless.  We  have  here  a  patient 
who  is  severely  conflicted  because  she  evidently  cannot  control  her  impul- 
sive nature  apart  from  her  youthful  loyalties,  about  which  she  has  become 
skeptical  but  which  still  determine  her  estimate  of  her  behavior.  Therapy 
must  obviously  direct  itself  to  this  central  problem,  and  this  refjuires  a  more 
constructive  approach  than  many  therapists  are  at  present  prepared  to 
adopt. 

The  therapist  states  that  she  became  "quite  angry"  with  her  patient  as  a 
result  of  the  second  incident  and  threatened  her  with  hospitalization.  It  is 
difficult  to  imagine  that  the  patient  actually  observed  because  of  this  threat 
the  "rules  of  abstinence"  ordained  by  the  therapist  at  this  point  but,  as  the 
therapist  says,  "this  seemed  to  be  the  only  way  to  protect  her  from  further 
damage  and  to  help  her  accept  the  reality  experience  of  'actions  have  con- 
sequences.' "  In  any  event,  it  is  clear  that  the  patient  still  had  made  little 
progress  toward  the  positive  inner  direction  and  control  which  she  so 
much  needed. 

The  therapist  herself  admits  her  great  anxiety  because  the  later  incident 
occurred  in  the  second  year  of  therapy,  so  that  she  felt  the  need  of  review- 
ing the  whole  course  of  treatment  and  to  question  whether  she  "had 
failed  the  patient  in  some  way  or  whether  the  group  had  failed  her  in  her 
need  for  friendliness  and  friendship  without  domination  and  exploitation." 
The  implication  here  is  that  support  and  permissiveness  were  all  the  pa- 
tient needed.  But  it  is  the  view  of  this  commentator  that  she  needed 
something  in  addition,  namely,  the  mobilization  of  her  inner  resources 
toward  the  re-establishment  of  guiding  values  and  controls,  so  as  to  break 
into  the  vicious  circle  of  her  impulsive  acting  out  and  her  resulting  need 
for  punishment. 

Though  very  apologetic  about  being  forced  into  the  role  of  "the 
threatening  authority,"  the  therapist  nevertheless  felt  that  this  was  what 
the  patient  "desperately  wanted."  The  incident,  the  therapist  states, 
"seemed  to  help  the  patient  a  great  deal.  From  then  on  she  was  able  to 
change  radically." 

Could  it  have  been  that  the  "moralizing,  punishing  attitude"  of  the 
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therapist  and  her  angry  explosion  were  just  what  the  patient  needed  to 
set  her  along  the  path  of  reconstructing  her  behavior  by  reactivating  her 
old  controls  and  mobilizing  her  still  needed,  if  restrictive,  background? 
For  here  was  her  therapist,  representing  the  very  core  of  her  new  life, 
giving  ex|Dression  to  the  same  reactions,  caught  up  in  the  same  moral 
indignation,  which  the  patient  had  previously  associated  only  with  her 
old  discarded  life.  Here  was  the  experience  she  needed  to  establish  the 
linkage  between  her  past  and  present;  the  old  and  the  new  were  at  last 
merging  and  opening  the  possibility  of  reunifying  her  world  for  her.  In 
this  reunified  world  she  might  perhaps  function  again  as  an  integrated 
person,  instead  of  being  torn  apart  by  uncontrolled  urges  and  fixed  loyal- 
ties. Her  two  years  of  therapy,  her  supporting  relationships  with  her  thera- 
pist and  her  therapy  group,  and  her  emerging  insight  into  still  needed 
anchors  and  standards,  could  all  come  to  her  aid  to  help  her  find  her 
bearings  again  if  only  an  acceptable  reorientation  were  available  to  her 
in  line  with  these  developments. 

This  was  the  challenging  therapeutic  task  at  the  moment.  And  strangely 
enough,  this  is  what  the  therapeutic  situation  as  it  developed  unex'pectedly 
provided,  through  the  therapist's  concerned  defense  of  herself  in  group 
therapy  and  the  serious  discussion  by  the  group  of  the  patient's  disturbing 
behavior.  This  is  one  of  the  great  advantages  of  group  therapy:  it  pro- 
vides a  laboratory  for  the  exchange  of  attitudes  and  opinions,  a  "com- 
munity" proving-ground  for  the  individual  views  of  the  therapist,  so  that 
the  patient  can  see  himself  in  relation  to  the  complex  of  community  re- 
action and  thus  more  realistically  find  his  own  way,  in  terms  of  readiness 
and  level  of  insight,  toward  necessary  community  living.  In  this  case,  the 
outcome  was  evidently  the  more  organized  and  controlled  behavior  of 
the  patient  which  the  therapist  reports. 

Frederick  C.  Thorne  .  .  . 

It  is  not  unusual  to  have  patients  act  out  while  under  therapy  the 
essential  instabilities  and  immaturities  which  characterize  their  disorder 
as  did  this  27-year-old  nurse  who  twice  became  involved  in  sex  irregulari- 
ties. We  agree  with  the  therapist  that  such  situations  can  be  handled  in 
many  ways.  Except  when  such  acting  out  behaviors  have  a  social  con- 
sequences requiring  some  directive  control,  we  are  inclined  to  regard 
them  as  simply  svmptomatic  and  not  to  place  any  particular  emphasis  on 
them.  Certainly  we  would  not  take  any  punitive  or  disciplinary  action 
beyond  pointing  out  the  practical  limits  of  behavior  which  can  be  tolerated 
in  the  therapeutic  situation. 

We  know  of  a  similar  situation  in  which  a  patient  took  advantage  of 
a  therapist's  friendship  to  seduce  another  patient  in  the  therapist's  oflBce 
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where  he  had  been  allowed  to  wait.  Sucli  behavior  had,  in  fact,  occiirrr-d 
repeatedly  in  the  past  and  on  one  occasion  had  UkJ  to  institutionalization 
as  incorrigible.  This  patient  was  rather  [)roMd  of  himsc;lf  for  having  used 
his  wits  and  gotten  an  unexpected  dividend.  He  stated,  probably  truth- 
fully, that  the  strength  of  the  sex  urge  inhibited  all  other  considerations — 
nothing  else  mattered  at  the  time  and  possible  consecjuences  were  com- 
pletely disregarded.  We  handled  this  as  just  another  symptomatic  episode 
capable  of  recurring  until  such  time  as  the  client  became  mature  enough 
to  develop  a  strong  self-concept  and  to  act  out  in  a  self-conscious  manner. 

Diagnostically,  it  may  be  important  to  discriminate  the  actual  causes 
of  such  behavior  in  order  to  determine  the  correct  therapeutic  approach. 
In  making  a  blind  diagnosis  of  this  case  simply  from  the  facts  given,  we 
might  arrive  at  an  entirely  different  formulation  of  its  underlying  d)- 
namics.  The  fact  that  she  is  still  single  at  27  and  has  had  an  illegitimate 
pregnancy  followed  by  abortion  followed  by  further  sex  irregularities 
and  additions,  suggests  that  we  are  dealing  with  a  frustrated  person,  proba- 
bly rather  unattractive,  who  has  become  rather  desperate  about  the 
chances  of  marriage.  Driven  by  conflict  and  unexpressed  needs,  she  shows 
increased  impulsivity  and  pleasure-seeking  which  establish  a  vicious  circle 
of  self-defeating  behaviors,  further  frustration,  and  final  demoralization. 
Whether  such  behavior  is  primarily  masochistic  in  the  psychoanalytic 
sense  of  self-punishment,  or  whether  the  masochism  is  secondarily  aroused 
by  guilt  feelings  over  having  failed  again,  requires  further  study.  For 
example,  suppose  this  patient's  seduction  of  the  young  male  member  of 
the  group  had  successfully  led  to  an  happy  marriage?  Many  seductions  do 
eventuate  happily,  and  in  that  event  there  is  usually  little  guilt  or  mas- 
ochistic acting-out.  There  is  a  hen-egg  diagnostic  problem  involved  which 
we  are  not  given  enough  evidence  here  to  answer.  We  would  at  least  con- 
sider that  we  are  dealing  with  a  demoralization  state  in  which  the  patient 
is  bogging  deeper  and  deeper  in  her  attempts  to  solve  a  very  practical  life 
problem. 

In  our  own  practice,  we  usually  attempt  to  handle  demoralization 
problems  by  a  gradual  reconditioning  program  centered  about  securing  a 
stronger  and  more  healthy  self-concept  around  which  the  patient  is  taught 
to  behave  more  self-consistently.  For  example,  we  try  to  find  out  what 
the  person  really  wants  to  be  and  what  his  deepest  needs  are.  and  then 
use  these  as  foundations  for  demonstrating  the  inconsistencies  of  self- 
defeating  behaviors.  Most  people  wish  to  be  sti'ong,  healthy,  and  matiu-e, 
and  these  can  be  used  as  the  basic  values  for  a  ne\\'  self-concept.  Much 
patience  may  be  required  to  help  the  client  to  gradually  learn  to  control 
less  mature  impulses. 

Although  we  would  prefer  not  to  have  to  do  so,  it  may  be  necessary 
to  threaten  the  client  (as  did  this  therapist)  concerning  the  dire  conse- 
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quences  of  a  course  of  action.  We  would  justify  this  as  heightening  the 
contrast  between  what  the  patient  professes  to  want  to  be  and  what  he 
actually  is,  and  thereby  possibly  creating  a  therapeutic  conflict  which  the 
patient  can  only  resolve  by  being  self-consistent  with  his  professed  ideals. 
In  this  case  if  the  patient  can  be  carried  over  the  immediate  period  of 
greatest  conflict  and  impulsiveness,  can  be  led  to  accept  the  fact  that  sex 
is  never  constructive  unless  acted  out  in  the  right  way,  and  can  practice 
the  new  program  until  it  begins  to  pay  some  dividends — then  there  will 
be  some  hope  for  eventual  complete  rehabilitation  solely  by  conditioning 
methods  and  without  recourse  to  less  parsimonious  psychoanalytic  ap- 
proaches which  should  be  reserved  for  genuine  intractable  character  neu- 
roses of  demonstrably  unconscious  origin. 

Carl  Whitaker  ... 

The  change  from  professional  to  personal  in  the  quality  of  the  thera- 
peutic relationship  clearly  makes  the  difference  between  a  therapeutic 
impasse  and  a  growthful  experience.  The  oedipal  testing  of  the  parent, 
that  is,  the  therapist,  is  not  merely  trying  to  seduce  the  parent,  but  also 
an  effort  to  prove  that  the  therapist's  affect  is  both  personal  and  mature. 
The  therapist  passed  the  test  and  proved  that  she  was  willing  to  be  per- 
sonal in  the  face  of  the  group's  opposition  and  that  she  had  enough  belief 
in  the  patient's  "wellness"  to  demand  both  maturity  and  social  conformity 
from  her.  Then  the  patient  could  re-evaluate  all  the  past  of  their  thera- 
peutic relationship  and  in  this  new  perspective  readjust  her  own  integra- 
tion and  proceed  in  her  own  growth. 

Werner  Wolff  ... 

This  incident  leads  to  a  discussion  of  whether  or  not  the  therapist  is 
entitled  to  impose  conditions  concerning  the  environment  and  habits  of 
a  patient.  In  my  inquiries  with  psychotherapists,^  14  per  cent  of  them 
stated  that  principally  they  would  not  make  any  conditions  nor  give 
suggestions  to  the  patient;  40  per  cent  said  they  would  give  advice;  and 
46  per  cent  would  impose  conditions  if  necessary. 

It  has  been  observed  that  conditions  have  to  be  imposed  upon  certain 
types  of  patients,  namely,  alcoholics,  delinquents,  drug  addicts,  psychotics, 
psychopaths,  suicidals;  and  that  the  imposition  of  conditions  is  necessary 
in  all  those  cases  where  a  patient  endangers  himself  or  his  environment. 
Also  in  the  treatment  of  adolescents  and  children  some  therapists  make 

1  Contemporary   Psychotherapists   Examine    Themselves    (Springfield:    Thomas, 
1956). 
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conditions.  In  treatment  with  conditioned  reflex  therapy  and  with  hypno- 
sis, conditions  are  made  more  frequently  than  with  other  forms  of  psy- 
chotherapy. 

In  a  "dependency  neurosis"  the  self  may  have  been  threatened  to  such 
a  degree  that  the  individual  in  his  reaction  formation  tries  to  forget  him- 
self through  alcohol  and  promiscuity.  Under  such  circumstances  it  seems 
indispensable  that  the  patient  experience  a  confrontation  with  himself. 
But  since  these  patients  tend  to  escape  from  themselves,  a  shock  that 
arrests  them  and  forces  them  to  face  their  life  is  necessary. 

In  a  critical  incident  the  therapist  will  take  the  opportunity  to  drama- 
tize the  patient's  life.  The  present  case  exemplifies  that  a  therapist  may 
have  to  act  out  a  paternal  superego  role  in  order  to  force  the  patient  into 
a  self -confrontation.  The  patient  was  shocked  into  recognition  of  a  des- 
perate situation  and  faced  a  boundary  situation.  Experiencing  arrival  at 
the  end  of  the  road,  the  turn  was  made  and  values  were  accepted. 

However,  although  it  appears  that  the  therapist's  threat  produced  a 
positive  turn  in  the  therapy,  it  may  be  argued  whether  or  not  this  kind  of 
threat  was  admissible.  In  my  opinion  the  therapist  may  be  allowed  to 
make  conditions  and  even  to  use  threats;  however,  he  should  not  be  per- 
mitted to  abuse  his  role,  assuming  power  over  the  patient's  existence. 
In  other  words,  he  might  have  threatened  the  patient  to  discontinue  ther- 
apy or  to  discharge  her  from  her  duties  in  the  hospital,  but  not  to  hospitalize 
her,  equivalent  to  putting  her  into  a  straightjacket.  Threats  on  life  and 
freedom,  depriving  an  individual  of  his  existential  sovereignt>',  should  not 
be  permitted  in  education  and  therapy.  They  transcend  the  rights  of  thera- 
pists, teachers,  and  parents  to  include  the  danger  of  crushing  the  individu- 
ality up  to  a  point  where  masochist  dependency,  insanity,  or  suicide  ma\' 
be  the  outcome.  At  this  point,  occasionally  successful  measures  of  psy- 
chotherapy collide  with  principles  of  values  and  ethics  to  which  a  thera- 
pist should  be  ultimately  bound. 


Ifs  Difficult 
to  Treat  a  friend 
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History 

The  patient  is  a  29-yeai-old  manied  male  with  two  children  and  a 
member  of  a  highly  esteemed  profession  who  is  also  very  intelligent 
and  well  liked.  We  had  known  each  other  professionally  and  socially 
in  a  relationship  which  seemed  warm  but  was  a  little  more  than  just 
casual.  As  if  by  accident  when  we  were  alone  one  day  he  brought  up 
the  question  of  therapy  in  general,  then  expressed  his  interest  in  it  and 
that  he  could  consider  it  only  with  me  as  a  therapist.  I  told  him  I 
would  be  willing  to  undertake  a  series  of  exploratory  consultations 
with  weekly  yisits  and,  because  of  his  economic  limitations,  a  nomi- 
nal fee.  These  yisits  became  highly  inyolyed  with  evidence  of  a  pas- 
sive hostility  and  resistance  characterized  by  inability  to  talk  or  give  a 
history,  forgetting  and  coming  late  to  appointments,  forgetting  the 
bills,  insistent  demands  for  help  and  denial  and  argumentation  of  any 
of  the  history  he  had  given.  Unfortunately  and  unavoidably  the  re- 
lationship seemed,  in  spite  of  my  intentions  and  interpretations,  to  be 
shaping  up  into  one  in  wliich  he  appeared  to  be  reluctant  as  far  as 
therapy  was  concerned  and  I  seemed  to  be  pressuring  him  to  keep  in 
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treatment,  and  any  attempt  on  my  part  to  clarify  the  issue  only  rein- 
forced this  highly  unsatisfactory  stalemate. 

Other  tlian  his  behavior,  the  only  information  I  liad  about  him  was 
that  he  was  nervous,  liad  some  problcMJis  about  sex,  was  vaguely  in- 
terested in  women  other  than  his  wife,  and  was  the  product  of  a  dis- 
turbed, hostile,  dominating,  and  castrating  mother  and  a  withdrawn, 
submissive,  and  passively  hostile  fatlier.  Inadvertently,  from  other 
sources,  I  learned  that  the  patient  was  submissive,  had  a  whispered 
reputation  for  being  morbidly  and  vicariously  interesting  in  sex,  Iiad 
engaged  in  some  sort  of  extramarital  relationships,  and  was  noticed 
to  l3e  physically  seductive  with  girls  in  the  early  teens;  in  short  he  was 
known  to  be  getting  himself  in  an  increasing  amount  of  hot  water 
which  could  only  be  disastrous  to  his  career  as  well  as  personally. 

Incident 

Without  any  clear  formulation  as  to  the  technic  of  doing  so,  I  was 
resolved  to  push  the  matter  of  therapy  to  some  conclusion  after  about 
three  months  of  irregular  work.  During  this  interview  I  started  off  l)y 
expressing  this  thought,  and  the  patient  was  quite  firm  in  his  insist- 
ence that  therapy  be  concluded,  and  that  appeared  agreeable  to  both 
of  us. 

Just  as  he  was  ready  to  leave,  but  before  the  hour  was  up,  I  spon- 
taneously reopened  the  conversation  by  something  like  the  follow- 
ing: "I  don't  know  whether  I  should  do  this,  and  I  would  prefer  that 
you  not  investigate  the  sources,  but  I  ha\'e  some  information  about 
vou  which  perhaps,  because  of  our  relationship,  I  should  tell  you 
about." 

Then  I  proceeded  to  tell  him  the  things  I  had  heard  about  him, 
things  which  he  had  not  discussed  with  me,  somehow  emphasizing— 
almost  cruelly  at  the  time,  it  seemed  to  me— that  many  people  kne\\- 
about  his  difficulties  and  symptoms  and  that  it  could  almost  be  pre- 
dicted that  some  real  difficulty  would  stem  from  this.  Following  this 
confrontation  I  remained  silent,  offering  nothing  to  soften  the  blow 
and  purposely  not  offering  therap\'  as  a  solution. 

The  patient  blanched,  became  visibly  disturbed  and  tremulous, 
and  visibly  shaken  and  deflated.  After  a  while  he  started  speaking 
about  how  he  felt  cornered,  should  commit  suicide,  and  was  in  a 
panic.  After  continuing  in  this  \  ein,  he  then  asked  what  he  should  do 
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and  how  could  he  handle  this.  I  asked  if  he  was  sincerely  interested  in 
this  to  the  extent  of  some  sacrifice  and  work  on  his  part,  to  which  he 
eagerly  and  genuinely  responded  tliat  he  was  at  the  end  of  his  rope 
and  would  do  anything.  When  he  committed  himself  to  this,  I  calmly 
and  realistically  brought  up  the  question  of  therapy  and  its  demands 
in  terms  of  time,  giving  information,  and  finances.  Details  were  left 
up  in  the  air,  but  I  told  him  that  when  he  felt  able  to  work  them  out  I 
would  stand  by  and  assure  him  time  for  further  work  of  a  serious 
nature. 

The  patient  left  town  for  a  few  weeks  because  of  a  prearranged 
trip,  approached  his  relatives  for  financial  assistance,  and  made  the 
necessary  arrangements  for  time  off  from  his  work.  Shortly  after  his 
return  from  his  trip  we  resumed  therapy  on  a  much  difi^erent  basis 
than  previously.  It  has  been  over  a  year  since  this  incident  occurred, 
and  while  therapy  has  not  been  easy  or  uncomplicated,  it  has  been  ap- 
proached, on  a  conscious  level  at  least,  on  a  sincere  and  consistent 
basis.  There  is  no  more  evidence  of  the  sexual  difficulties  he  was  hav- 
ing previously,  and  his  ability  to  assert  himself,  which  was  nil  before, 
has  developed  markedly. 

Discussion 

There  is  no  question  that  the  interview  described  above  consti- 
tuted a  critical  turning  point  of  therapy,  in  a  way  creating  a  situation 
with  which  therapy  should  have  started  off  in  the  first  place,  by  the 
formulation  of  a  problem,  the  patient's  appeal  for  help,  and  a  com- 
mitment to  the  realistic  demands  of  treatment.  It  is  not  known,  but  is 
at  least  highly  doubtful,  that  the  patient  would  have  come  to  the  same 
conclusion  himself,  had  therapy  stopped  without  the  disclosure  made 
to  him.  In  retrospect  it  would  seem  that  this  approach  had  some 
validity  in  this  regard.  Further  study  of  the  patient  disclosed  a  per- 
sonality which  is  best  described  as  a  sheer  exaggeration  of  Riesman's 
"other  directed"  character,  someone  whose  whole  orientation  in  rela- 
tionships was  consciously  to  direct  himself  to  be  completely  devoid 
of  any  feelings  or  needs  in  himself  and  to  live  only  with  an  eye  toward 
satisfying  or  gaining  approval  from  others;  in  addition,  he,  by  a  psy- 
chological sleight-of-hand,  managed  to  deny  that  his  peccadillos  were 
observable  to  anyone  else— this  being  verified  by  difficulties  in  other 
areas.  In  other  words,  the  confrontation  of  his  difficulties  in  the  inter- 
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view  struck  him  in  his  most  vulnerable  area,  liis  appearance  to  others, 
and  also  made  ineffectual  the  protectiveness  of  his  denial  of  the  effect 
of  his  activities  on  others. 

This  case  also  illustrates  complications  inevitable  when  one  at- 
tempts to  treat  acquaintances,  when  one  attempts  to  encourage  some- 
one entering  treatment  even  though  inadvertent,  and  when  business 
relationships  are  somewhat  less  than  business-like  under  these  cir- 
cumstances. 


Nathan  Ackerman  .  .  . 

This  particular  incident  in  psychotherapy  raises  a  whole  series  of 
problems: 

1.  The  importance  of  a  clear  and  appropriate  emotional  preparation 
of  the  attitudes  of  both  patient  and  therapist  for  the  commitment 
to  a  responsible  treatment  relationship. 

2.  The  problem  of  devising  strategy  and  tactics  with  a  patient  who  is 
discovered  to  be  consciously  evasive  ( dishonest ) . 

3.  The  specific  nature  of  the  complication  which  intrudes  upon  a  treat- 
ment relationship  where  the  psychotherapist  withholds  from  his 
patient  a  body  of  personal  information  concerning  the  patient  which 
has  come  to  the  therapist  through  extraneous  sources. 

4.  The  complication  of  a  therapist's  special  emotional  need  to  prove 
his  professional  competence  with  a  friend  in  the  role  of  patient. 

5.  The  complication  of  the  issue  of  dealing  with  fees  in  a  therapeutic 
experience  with  a  friend. 

In  order  to  clarify  these  problems,  I  must  first  recount  the  relexant 
sequence  of  events  in  the  early  phase  of  the  relationship.  The  question  of 
treatment  began  with  exploratory  consultative  interviews.  So  far  as  the 
story  goes,  the  patient  in  the  beginning  committed  himself  only  to  ex- 
ploratory contact,  not  to  a  systematic  program  of  psychotherapy.  It  is  not 
clear  in  the  text  as  to  when  the  therapist  shifted  his  orientation  from  the 
initial  goal  of  discussing  the  problem  to  a  goal  of  intensi\e  and  prolonged 
therapy.  Nevertheless  the  therapist,  by  his  o^^'n  admission,  pushed  the 
patient  toward  submission  to  treatment.  I  do  not  understand  ^^•hy! 

The  therapist  was  aware  that  the  patient  was  evasixe,  that  he  did  not 
reveal  relevant  background  information,  and  that  he  was  inappropriately 
motivated  to  accept  his  responsibility  in  therapy. 

This  being  the  case,  a  difficulty  arises  in  the  therapist's  delay  in  ha\ing 
a  showdown  with  the  patient.  The  relationship  is  conducted  for  some  time 
without  the  required  measure  of  honesty  on  the  parts  of  both  patient  and 
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therapist.  An  element  of  polite,  conventional  insincerity  prevailed  for  a 
time  in  the  behavior  of  both  persons. 

The  therapist  became  increasingly  impatient  with  the  patient's  resist- 
ance and  withholding.  It  seems  likely  that  the  therapist  had  a  special 
investment  of  personal  pride  insofar  as  he  wished  to  avoid  a  failure  in 
the  professional  treatment  of  a  friend.  The  friend  oflFended  the  therapist's 
self-esteem  by  failing  to  come  through  with  a  full  emotional  commitment. 
The  therapist  confessed  that  he  exposed  the  patient  in  a  somewhat  cruel 
way,  finally.  This  suggests  that  the  therapist's  own  retaliatory  anger  crept 
into  the  experience;  in  effect,  he  punished  the  patient  for  his  stubbornness. 
The  therapist  does  not  like  being  defeated  or  shown  up  by  a  patient  who 
has  been  a  personal  friend. 

When  the  therapist  finally  put  his  cards  on  the  table,  disclosing  to  the 
patient  the  personal  information  he  had  earlier  obtained  from  other 
sources,  the  patient  was  shocked,  injured,  and  reacted  with  panic.  One 
may  assume  from  this  that  one  reason  which  induced  the  patient  finally 
to  enter  treatment  was  sheer  fright.  The  therapist  intimidated  the  patient 
into  submission  to  his  therapeutic  powers. 

The  stumbling  block  to  the  establishment  of  necessary  conditions  for 
effective  therapeutic  progress  is  not  the  sheer  fact  of  a  previous  social 
bond  between  patient  and  therapist.  This  creates  special  problems,  but 
they  are  in  no  sense  insoluble.  It  is  rather  that  the  element  of  insincerity 
which  is  so  often  a  part  of  casual  social  friendships  has  no  place  in  psycho- 
therapy. An  indispensable  requirement  of  psychotherapy  is  honesty  and 
sincerity  concerning  the  emotional  commitment  of  both  patient  and  thera- 
pist. In  a  psychotherapeutic  process  one  cannot  ever  blame  a  patient  for 
what  is  below  the  level  of  his  consciousness,  but  one  can  hold  him  responsi- 
ble for  withholding  any  conscious  conflicts.  It  is  difficult  enough  to  get 
access  to  the  deeper  layers  of  emotional  distortion,  but  those  experiences 
which  are  within  the  patient's  consciousness  must  be  reported  honestly. 

However,  we  have  here  a  peculiar  wrinkle  in  that  the  therapist  also 
experienced  some  conscious  conflict.  Just  as  the  patient  withheld  informa- 
tion, so  also  did  the  therapist.  The  special  feature  of  the  availability  to  the 
therapist  of  information  from  extraneous  sources  is  an  understandable 
reason  for  the  therapist's  indecision  in  sharing  this  with  his  patient.  But 
it  is  not  the  more  excusable,  therefore.  This  leads  to  the  conclusion  that 
the  responsibility  for  the  difficult  beginning  of  this  therapy  is  shared 
jointly  bv  both  patient  and  therapist.  One  might  even  wonder  if  the 
therapist  possibly  overidentified  with  some  of  the  patient's  sexual  troubles. 
If  so,  this  might  also  have  been  a  factor  in  inhibiting  the  therapist's  urge 
to  frankly  talk  over  with  his  patient  what  had  been  learned  from  some 
other  persons. 

This  particular  case  illustrates  a  trend  which  emerges  in  a  number 
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of  the  reported  psychotherapeutic  incidents:  the  psychotherapeutic  experi- 
ence gets  off  on  the  wrong  foot.  It  is  common  knowledge  in  the  profession 
of  psychotherapy  tluit  a  poor  start  is  an  almost  certain  warrant  f;f  failure. 
Why  is  it  that  so  many  therapists  initiate  a  relationship  witli  a  new  patient 
in  a  fumhiing,  inappropriate  way?  Adequate  preparation  (jf  a  new  patient 
for  responsible  involvement  in  psychotherapy  is  crucial  to  a  favorable 
outcome.  Such  preparation  recjuires,  first,  a  correct  assessment  of  the  pa- 
tient's psychopathological  condition  within  the  context  of  his  life  situation, 
and  reaching  a  mutual  understanding  with  the  patient  as  to  their  shared 
view  of  tlie  illness  and  the  resulting  disturbed  modes  of  living;  and,  second, 
agreement  as  to  the  appropriate  goals  and  procedure  of  therapy.  This  is 
important  in  providing  for  the  experience  a  firm  foundation  oi  sinceritv 
and  mutual  responsibility  to  the  task,  which  strengthens  the  genuiness  of 
the  patient's  motivation  to  get  well. 


Rudolf  Dreikurs  ... 

This  is  another  typical  shock  procedure,  clumsy  and  brutal  besides. 
It  is  evident  that  the  relationship  was  mismanaged  from  the  beginning. 
The  therapist  was  unable  to  establish  a  cooperative  relationship  based  on 
mutual  respect.  As  usual,  he  blamed  the  deteriorating  relationship  on  the 
patient's  "passive  hostility"  and  "resistance."  Resistance  is  the  stock  in 
trade  to  excuse  the  therapist's  inability  to  win  and  maintain  the  patient's 
cooperation. 

It  is  evident  that  after  three  months  of  work  the  therapist  had  onh- 
scant  information  about  the  patient  except  what  he  had  heard  througii 
gossip.  And  this  gossip  he  communicated  to  him.  It  is  hard  to  believe  that 
a  therapist  would  need  such  a  shock  experience  to  discover  that  his  pa- 
tient felt  cornered,  was  in  a  panic,  and  was  considering  suicide.  If  the 
therapist  wanted  to  inform  the  patient  about  his  knowledge  of  his  diffi- 
culties, he  could  have  done  so  in  a  less  cruel  and  brutal  fashion.  But  it  is 
exactly  this  shock  technique  which  is  so  often  employed  b\'  therapists 
who  do  not  understand  their  patients,  their  inner  thoughts,  and  theii-  pri- 
vate logic.  One  cannot  be  too  happy  about  the  prevailing  iendencv  to 
need  shocks  in  order  to  put  the  relationship  with  the  patient  on  a  sound 
basis.  With  better  skills,  the  therapist  should  have  been  able  to  induce 
the  patient  to  arrange  finances  and  time  needed  for  a  workable  thera- 
peutic procedure. 

One  can  agree  that  the  patient  would  not  have  come  to  "a  commit- 
ment of  the  realistic  demands  of  treatment"  by  himself,  nor  could  dierap\ 
have  continued  without  such  commitment.  But  there  is  serious  doubt  that 
such  a  harsh  and  brutal  form  of  "disclosure"  was  the  onlv  \N-av.  ParticularK 
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since  the  therapist  finally  came  to  the  realization — what  he  should  have 
known  early  in  the  treatment — that  the  patient  depended  on  approval 
from  others. 

We  cannot  share  the  therapist's  hesitation  about  treating  acquaintances. 
A  therapist  who  considers  therapy  primarily  as  a  learning  procedure 
and  not  one  of  a  peculiar  emotional  relationship,  specific  only  for  therapy, 
can  take  on  the  treatment  of  acquaintances  as  well  as  relatives  without 
running  necessarily  into  complications.  They  are  only  inevitable  when  the 
proper  safeguards  for  a  therapeutic  relationship,  namely,  mutual  respect, 
alignment  of  goals,  and  earnest  work  on  a  common  goal,  are  either  neg- 
lected or  not  achieved.  But  without  them  any  therapy,  regardless  with 
whom,  has  little  chance  of  success. 


Albert  Ellis  .  .  . 

This  incident  raises  two  interesting  questions :  ( 1 )  Should  a  therapist 
attempt  to  treat  acquaintances?  (2)  Should  a  therapist  confront  a  patient 
with  material  that  he  has  learned  outside  the  therapeutic  relationship? 
On  the  first  of  these  questions  I  am  inclined  to  answer  "No "  and  on  the 
second  "Yes." 

Treating  one's  personal  acquaintances  certainly  is  not  entirely  disad- 
vantageous; it  has,  in  fact,  several  obvious  advantages:  (1)  The  therapist 
knows  them  better — on  the  basis  of  witnessed  overt  behavior — than  he 
normally  would  while  only  seeing  them  therapeutically.  (2)  He  is  pre- 
sumably very  strongly  motivated  to  help  them  because  they  are  friends 
of  his.  (3)  It  may  be  easier  for  him  to  gain  rapport  with  them,  especially 
at  the  beginning  of  the  relationship. 

Nonetheless,  treating  acquaintances  has  distinct  hazards,  as  this  present 
case  shows.  It  can  result  in  evasiveness;  severe  countertransference  prob- 
lems; embarrassing  involvements  with  third  parties  whom  patient  and 
therapist  also  know  in  common;  and  particularly  unfortunate  results  when 
the  therapy  does  not  go  well  and  the  patient  wants  to  quit  or  see  another 
therapist.  Because  of  these  disadvantages,  I  generally  feel  that  a  thera- 
pist's seeing  his  acquaintances  is  likely  to  do  more  harm  than  good,  and 
I  avoid  this  in  my  own  practice.  Nonetheless,  especially  when  there  seems 
to  be  no  alternative  because  the  patient  simply  will  not  see  any  other 
therapist,  I  can  see  where  this  kind  of  a  relationship  might  be  chanced. 

On  the  question  of  whether  or  not  it  is  justifiable  for  the  therapist  to 
confront  the  patient  with  material  he  has  gathered  from  other  sources,  I 
take  a  strong  affirmative  stand.  Assuming  that  the  therapist  uses  good  dis- 
cretion in  this  connection — since  he  certainly  could  traumatize  some  pa- 
tients seriously  if  he  rashly  confronts   them  with  externally  gathered 
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information — he  may  be  able  t(j  help  his  patients  eonsiderably,  as  in  the 
case  under  discussion.  In  marriage  counseling  cases,  I  frequently  and 
quite  openly  confront  one  partner  with  information  gained  from  the  other 
partner;  and  sometimes  this  is  almost  the  only  possible;  way  to  break  dcAvn 
certain  therapeutic  resistances. 

In  one  of  my  regular  psychotherapy  cases,  where  the  patient  was  not 
one  of  my  acfjuaintances,  but  where  she  happened  to  b(;come  involved 
with  some  people  I  knew,  and  where  I  accidentally  learned  from  them 
certain  acts  which  she  had  refrained  from  telling  me  about,  I  frankly 
confronted  her  with  her  own  behavior  and  achieved  a  psychcjtherapeutic 
break-through  that  otherwise  might  have  never  occurred  or  might  have 
taken  considerably  more  time  to  attain.  Although  this  kind  of  confronta- 
tion— like  virtually  all  active  psychotherapeutic  procedures — has  its  dis- 
tinct dangers,  I  find  that,  when  judiciously  employed,  it  often  has  most 
felicitous  results. 


David  Riesman  .  .  . 

Here  once  again  we  see  the  therapeutic  consequences  in  a  post-Victo- 
rian type  of  compelling  an  indulged  patient  to  make  contact  \\'ith  the 
disturbing  reality.  Previously,  as  the  therapist  says,  the  patient  had  man- 
aged to  live  in  an  invisible  cloak  and  to  conceal  from  himself  the  conse- 
quences of  his  acts  by  assuming  that  what  he  did  did  not  matter  (as 
distinguished  perhaps  from  what  he  said )  since  he  himself  did  not  matter. 
To  suddenly  see  himself  in  a  sociometric  network  of  those  who  had  his 
number  gave  him  at  least  a  sense  that  he  was  real — and  the  therapist  real 
too. 

In  the  nineteenth  century  and  thereafter  it  must  have  been  a  tremen- 
dous shock  for  a  sensitively  raised  patient,  for  example  a  sheltered  but 
well-educated  girl  like  some  of  Freud's  early  patients,  to  talk  turkey  about 
sex  with  a  male  physician — the  unheard  of  words  themselves  could  under 
such  circumstances  be  "real"  enough.  But  what  would  it  a\ail  the  thera- 
pist in  this  incident  and  in  many  others  of  this  type  to  talk  about  screen 
memories  and  about  sex?  The  patient  has  already  pla\ed  that  game 
vicariously  and  is  only  too  ready  to  talk  about  it  on  his  own  terms.  Thus 
to  provide  the  same  sort  of  challenge  that  Freud  found  requires  today, 
for  the  emanicipated  strata,  a  very  different  orientation  on  the  part  of 
the  therapist.  Psychoanalysis  and  the  mental  health  moxement  in  general 
has  had  for  so  long  a  time  to  fight  the  Philistines — the  Philistines  \\  ho 
insisted  on  "hard  reality"  and  "fly  right  and  settle  do\\n" — that  there  may 
be  a  certain  lag  against  copying  the  neuroses  of  those  sti-ata  in  which 
Philistinism  has  in  large  measures  been  \  anquished. 
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William  Snyder  .  .  . 

The  most  outstanding  aspect  of  this  case  is  that  the  therapist  actually 
decides  to  function  in  two  diflFerent  capacities  in  this  client's  life.  He  first 
oflFers  to  fill  the  role  of  therapist,  although  not  at  first  in  a  very  straight- 
forward manner,  but  rather  in  a  situation  of  accepting  initial  resistance 
amounting  almost  to  indifference  on  the  part  of  the  client.  At  the  moment 
of  the  critical  incident,  the  therapist  decides  to  fill  the  role  of  social  mentor, 
conscience,  and  to  some  extent  diagnostician  of  the  client's  difficulties. 
He  does  not  tell  the  client  he  must  undertake  therapy,  but  he  informs 
him,  quite  abruptly,  that  he  is  a  very  inadequate  person,  quite  unlike 
his  self -ideal,  and,  by  implication,  much  in  need  of  help.  He  then  re- 
structures therapy  on  a  working  basis,  and  it  apparently  is  accepted  on 
such  an  arrangement,  and  according  to  the  report  proves  to  be  fairly  effec- 
tive. 

Two  questions  deserve  attention.  The  first  is  whether  or  not  the  thera- 
pist was  justified  in  accepting  the  client,  initially,  under  the  conditions  of 
indifference  which  characterized  the  client.  It  is  reasonable  to  say  that 
he  should  not  have  done  so,  had  he  known  that  the  client  was  as  resistant 
as  he  was.  Seldom  does  therapy  take  place  in  the  event  of  such  strong 
initial  resistance.  In  most  cases  resistance  is  likely  to  develop,  even  quite 
extensively  during  the  course  of  therapy,  and  when  it  does  develop  in 
this  manner,  it  can  frequently  be  worked  through.  But  when  it  is  so  great 
initially,  it  has  little  chance  of  success.  So  the  question  really  is  whether 
the  therapist  should  have  been  able  to  recognize  initially  the  extent  of  the 
resistance.  I  believe  that  he  should  have.  Whenever  therapy  is  casually 
requested  it  is  practically  axiomatic  that  it  is  strongly  resisted.  A  further 
sign  of  this  is  the  client's  indication  that  he  would  consider  therapy  only 
with  the  specific  therapist  who  happened  to  be  a  personal  acquaintance. 
This  is  virtually  always  a  sign  of  strong  initial  resistance.  The  really  ill 
person  does  not  refuse  help  from  anyone  who  might  be  a  competent  phy- 
sician, and  even  from  many  persons  who  are  not.  The  client  who  indicates 
that  there  is  only  one  therapist  in  the  world  who  will  suit  him  does  not 
really  want  help  much. 

In  addition  the  therapist  compromised  this  situation  by  offering  to  con- 
duct the  therapy  for  a  nominal  fee.  He  mentions  the  client's  economic 
limitations,  but  also  identifies  him  as  a  member  of  a  highly  esteemed  pro- 
fession. Certainly  there  are  several  professions  whose  members  are  de- 
cidedly underpaid,  particularly  ministers  and  teachers.  But  it  is  very 
doubtful  that  a  professional  person  would  not  be  in  a  position  to  pay  a 
reasonable  fee  for  a  necessary  service.  The  therapist  undoubtedly 
cheapened  the  significance  of  his  service,  and  certainly  failed  to  evaluate 
the  client's  motivation  for  therapy,  when  he  offered  the  nominal  fee.  He 
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must  have  realized  this,  for  when  h(!  s(;t  more  realistic  terms  for  therapy 
later,  he  apparently  asked  a  more  r(^asonable  figure. 

Furthermore,  therapy  performed  by  a  fri(;nd  is  lik(;  a  "favor"  which 
the  therapist  is  somewhat  obligated  to  extend,  and  not  a  bona-fide  profes- 
sional relationship.  The;  rt^lationship  is  more  one  of  co-erjuals,  rifith(;r  of 
whom  can  exercise  critical  judgment  because  of  the  element  of  friendship. 
But  the  therapist  who  cannot  exercise  scientific  criticalness  is  likely  to  be 
hampered  in  the  conduct  of  real  therapy. 

Also  this  therapist  had  advance  information  about  the  client's  generally 
passive-submissive  personality  pattern.  He  knew  of  a  considerable  amount 
of  evidence  of  immaturity  of  reactions  combined  with  a  denial-of-respon- 
sibility  type  of  behavior.  These,  I  feel,  were  evident  signs  that  this  client 
could  be  expected  to  "bluflf  his  way  through"  unless  required  from  the 
beginning  to  be  honest  and  straightforward  about  his  inadetjuacies  and 
his  need  for  help. 

The  second  major  question  is  whether  or  not  the  therapist's  method 
of  salvaging  this  case  was  justifiable.  Admitting  the  initial  error  in  judg- 
ment in  having  accepted  the  client  on  his  own  terms  of  indifiFerence  toward 
therapy,  the  therapist  probably  salvaged  the  case  in  the  most  feasible 
manner.  He  really  had  to  assume  a  nontherapeutic  role  and  face  the  client 
with  an  accurate  diagnosis  of  his  adjustment,  and  then  offer  to  establish 
therapy  on  a  new  set  of  terms.  He  could,  of  course,  have  merely  permitted 
the  case  to  terminate  itself,  but  this  would  not  have  been  salvaging  it.  If 
the  therapist  believed  it  was  possible  to  work  out  a  satisfactory  sort  of 
therapy  relationship  on  the  new  terms,  or  even  if  he  believed  it  worth  the 
attempt,  he  was  probably  justified.  The  only  possible  harm  from  such  an 
effort  would  have  been  if  he  had  shocked  the  client  so  badly  that  he  not 
only  fled  from  further  therapy  but  was  also  traumatized  to  such  an  extent 
that  he  would  be  able  to  function  even  less  adequately  in  life,  or  would 
more  strenuously  avoid  facing  himself  realisticallv  at  some  future  date. 
This  would  always  be  a  somewhat  difficult  judgment  to  arri\'e  at,  but  the 
evidence  of  the  client's  rather  strong  dependency  needs  would  cause  a 
therapist  to  suspect  that  he  would  quite  likely  accept  therapy  on  the  new 
terms  rather  than  withdraw  from  it,  providing  he  realized  that  the  offer 
was  bona  fide  and  really  therapeutically  motivated. 


Bess  Sondel  .  .  . 

Here  is  a  patient  "of  a  highly  esteemed  profession  who  is  also  intelli- 
gent and  well  liked."  But  the  patient  is  behaving  uninteUigenthj  with  pos- 
sible disastrous  effects — personal  and  professional. 

The  therapist  gives  a  history  of  treating  this  patient  under  unsatisfac- 
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tory  circumstances  for  about  three  months  with  unsatisfactory  results. 
Therapy  was  about  to  be  terminated  by  mutual  consent.  But,  just  as  the 
patient  "was  ready  to  leave,"  the  therapist  made  his  pronouncement:  I 
know  something  about  you;  I  shouldn't  tell,  but  I  will. 

What  was  this?  Was  it  revenge?  Was  it  rebellion  at  defeat?  Was  it 
incitive  with  the  objective  of  continuing  therapy?  Or  was  it  a  long-delayed 
birrst  of  common  sense  in  the  interest  of  the  patient?  I  do  not  know.  But 
I  agree  with  the  therapist  that  the  incident  created  "a  situation  with  which 
therapy  should  have  started  off  in  the  first  place,  by  the  formulation  of 
a  problem. . . ." 

More  sensible  words  were  never  said.  The  analysis  of  a  problem  is  the 
first  essential  step  toward  the  solution  of  that  problem.  What's  the  trouble? 
The  trouble  is  usually  stated  as  an  undesirable  effect.  Effect  of  what?  When 
this  question  is  answered  by  the  therapist  or  the  patient  or  both,  remedial 
measures  may  be  begun. 

This  patient's  problem  was  one  of  communication,  in  my  opinion.  He 
erred  in  two  principle  ways : 

1.  He  erred  in  the  way  he  talked  to  himself. 

This  patient  was  unable  or  unwilling  to  face  himself.  Every  human 
being  wants  and  needs  the  approval  of  others.  This  patient  was  being 
denied  approval.  He  refused  to  see  himself  as  others  saw  him.  He  protected 
himself  by  deluding  himself  by  his  own  signs.  He  talked  to  himself  without 
intelligence. 

2.  He  erred  in  the  way  he  talked  to  others. 

This  patient  did  not  analyze  or  evaluate  the  responses  of  others  intelli- 
gently. He  directed  his  words  and  actions  outward.  But  communication 
is  not  a  linear  experience.  He  failed  to  look.  He  failed  to  listen.  If  the 
communicator  will  perceive  in  every  possible  human  way,  something  comes 
back  to  him.  And  this  should  be  received  and  entertained  as  new  informa- 
tion by  which  to  proceed  further  in  goal-seeking  behavior.  The  communica- 
tion process  is  circular.  This  "intelligent"  man  did  not  use  input  as  informa- 
tion by  which  to  make  corrective  responses,  thus  to  establish  more 
favorable  relationships  with  others. 

This  patient  ignored  the  fact  that  every  time  we  open  our  mouths 
something  besides  words  comes  out.  The  value  system  is  forever  expressed 
— with  or  without  words.  This  patient  was  not,  apparently,  transmitting 
anything  worthy  of  respect.  And,  since  he  deluded  himself  with  his  own 
signs,  he  made  no  effort  to  use  corrective  devices  by  which  to  establish 
satisfying  relationships  with  others. 

Such  things  an  intelligent  person  can  be  told,  with  almost  immediate 
effect.  Let  the  patient  see  himself  as  part  of  an  interactive  situation-as-a- 
whole.  By  perceiving  others — with  his  head  and  his  heart — he  is  reinforced. 
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He  becomes  a  personality  in  a  field  with  some  degree  of  control  of  himself 
and  of  others.  The  self  is  not  a  prisoner  in  solitary  cfjnfinem(;r)t. 

It  is  the  responsibility  of  the  therapist  (1  )  to  understand  tli(;  roU-  oi 
communication  in  human  relationships,  and  (2)  to  help  the  patient  reach 
that  understanding. 

Frederick  C.  Thorne  .  .  . 

The  necessity  of  confronting  the  client  with  reality  probI(;ms  which 
the  chent  would  "conveniently"  ignore  if  allowed  to  do  so  nondirectively 
(in  actuality  permitting  him  to  maintain  his  neurotic  defenses  intact), 
constitutes  a  therapeutic  problem  which  appears  in  all  depth  analysis 
where  evaluation  and  interpretation  goes  beyond  what  the  client  is  will- 
ing or  able  to  do  by  himself.  In  this  case  the  therapist  apologizes  for  having 
confronted  the  client  "almost  cruelly  at  the  time,  it  seemed  to  me"  with 
objective  evaluations  of  his  self  which  were  very  painful  for  the  client  to 
accept.  In  our  opinion,  no  such  apologies  are  necessary  since  all  eflPective 
depth  therapy  involves  painful  probing  and  manipulation  of  sensiti\e 
areas  which  the  client  would  prefer  to  have  left  alone.  The  situation  is 
analogous  to  dentistry  in  which  it  is  necessary  to  drill  out  the  painful  cavity 
before  permanent  reconstruction  can  occur.  "Painless"  psychotherapy  is  at 
times  as  much  of  an  impossibility  as  painless  dentistry  since  it  is  only  by 
dealing  with  painful  areas  that  the  very  essence  of  the  matter  can  be 
attacked.  If  the  client  protests  against  painful  confrontations  with  realitv, 
it  is  our  custom  to  advise  him  not  to  put  on  the  shoe  unless  it  fits;  but  if 
it  does  fit,  then  to  take  it  seriously  and  do  something  constructive  about  it. 

Our  practice  is  to  confront  the  client  with  reality  in  small  doses,  gauged 
carefully  to  see  how  much  he  can  stand  at  any  one  time,  and  also  being 
careful  not  to  overwhelm  him  with  massive  discouragement.  We  attempt 
to  balance  off  unpleasant  topics  by  "sugaring  off"  the  inter\'iew  with  pleas- 
ant topics  so  that  the  client  is  left  with  a  predominance  of  positixe  feelings 
to  balance  off  negative  feelings.  Thus,  if  some  inadequacies  of  the  client 
have  been  brought  up  earlier  in  the  interview,  we  trv  to  mention  some 
positive  characteristics  which  might  be  used  to  compensate  for  defects, 
that  is,  trying  to  make  the  client  feel  that  all  is  not  hopeless  and  that  a 
very  positive  solution  is  possible. 

Some  of  our  worst  clinical  mistakes  have  resulted  from  failure  to  secure 
evidence  from  independent  sources  both  as  to  the  past  histor\-  concerning 
how  the  client's  difficulties  have  actually  manifested  themsehes  and  also 
as  to  the  degree  which  behavior  has  changed  during  therap\-.  As  in  tliis 
case,  a  client  may  choose  or  be  able  to  reveal  only  superficial  aspects  of 
his  problems  and  moti\ations.  Psychoanalvsis  and  nondirecti\e  therap\- 
stand  at  opposite  poles  with  regard  to  the  question  of  \\-hat  to  do  when 
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resistances  are  confronted.  Psychoanalysis  attempts  a  direct  interpretation 
while  nondirectivism  chooses  to  reflect  them  passively.  Perhaps  some 
compromise  solution  is  best  in  many  cases.  We  have  used  the  approach 
of  asking  the  client  if  he  ever  thought  what  some  behavior  pattern  might 
mean  in  terms  of  unconscious  dynamics.  If  the  cHent  can  learn  to  take  a 
curious  attitude  toward  his  behavior  instead  of  a  defensive  one,  it  becomes 
progressively  easy  to  introduce  new  bits  of  evidence  to  be  analyzed. 


Looe  Was  Enough 


19 


History^ 

Mr.  X,  a  white  male  in  his  early  thiities,  consulted  me  because  of 
some  difficulty  he  was  having  in  his  work  as  an  accountant.  The  pa- 
tient was  the  eldest  of  four  siblings  in  a  white  family  of  Northern  Eu- 
ropean descent  in  which  the  mother  was  the  dominant  parent.  He 
may  be  described  as  being  ambitious  with  a  thin  facade  of  modesty; 
conscientious,  sensitive  to  slights,  intelligent,  and  well  educated.  He 
had  married  two  years  before  I  saw  him  and  had  one  child.  The  mar- 
riage appeared  to  be  reasonably  successful.  During  the  anamnesis  lie 
recounted  the  following  situation,  the  objective  portion  of  whicli  has 
since  been  verified. 

About  nine  years  before,  when  he  was  enmeshed  in  a  complicated 
life  situation,  the  patient  developed  an  acute  paranoid  psvchosis  for 
which  he  was  hospitalized  in  a  state  mental  institution  for  13  months. 
Upon  admission  he  was  examined  by  a  psvchiatrist  who  noted  that  he 
was  withdrawn  and  suspicious,  and  expressed  beliefs  that  people 
were  making  fun  of  him,  that  his  food  was  poisoned,  and  that  he  was 
in  jail  because  of  a  large  gang  that  was  persecuting  him.  After  sexeral 
interviews  with  the  psychiatrist,  the  patient  showed  less  suspicious- 

1  This  case  previously  was  reported  at  s^reater  lengtla  in  the  Bulletin  of  the  Men- 
ninger  Clinic,  XIX  ( 1955 ) ,  pp.  129-34. 
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ness  and  was  less  reluctant  to  talk  about  himself;  he  then  abruptly 
refused  to  see  his  physician  and  the  relationship  was  terminated. 

The  patient  withdrew  completely,  responding  with  only  a  brief 
"yes"  or  "no"  to  direct  questioning  by  the  staff,  seemed  oblivious  to  his 
surroundings,  became  compliant  and  apathetic,  and  made  several 
surreptitious  suicidal  attempts.  His  physical  condition  gradually  de- 
teriorated because  of  inactivity  and  poor  food  intake;  this  and  the 
presence  of  an  intercurrent  infection  necessitated  his  being  trans- 
ferred to  an  eight-bed  medical  ward  about  seven  months  after  ad- 
mission. 

During  the  first  m^nth  on  the  medical  ward  he  was  bedridden, 
stuporous,  and  incontinent.  The  patient's  interpretation  of  his  ex- 
periences on  the  medical  ward  during  this  month  of  severe  debilita- 
tion is  the  salient  point  of  this  paper.  After  this  period,  the  patient's 
physical  status  improved,  and  he  was  transferred  to  another  ward. 
While  there  he  showed  progress  in  a  sort  of  "total  push"  program 
which  included  recreational  and  occupational  therapies  and,  in  the 
way  of  psychotherapy,  infrequent  talks  of  a  supportive  nature  with  a 
social  worker.  Under  this  regime  the  patient  gradually  recovered  and 
was  finally  discharged  from  the  hospital.  Aside  from  some  anxiousness 
after  discharge  and  the  difiiculty  for  which  the  patient  consulted  me, 
nine  years  later,  there  have  been  no  recurrences. 

Incident 

In  describing  his  experiences  before  improvement  took  place,  the 
patient  related  the  following:  He  had  believed  during  his  illness  that 
he  was  the  object  of  attack  by  an  organization  which  was  set  up  for 
the  purpose  of  punishing  and  humiliating  him;  the  head  of  this  organi- 
zation was  a  former  employer.  The  organization  was  acquainted  with 
his  past,  and  he  was  placed  in  a  novel  kind  of  jail  which  had  been 
specially  designed  for  the  purpose;  moving  pictures  and  recordings 
were  made  of  his  activities  in  the  hospital  and  transmitted  later  to  the 
public  to  deter  them  from  committing  errors  and  crimes  similar  to  his. 
The  plot  included  all  those  about  him — other  patients,  visitors,  mem- 
bers of  the  hospital  staff,  and  people  he  had  previously  known.  They 
were  all  dedicated  and  specially  trained  actors  who  appeared  highly 
knowledgeable  about  his  past  life,  extremely  competent,  brilliantly 
sophisticated,  and  superb  in  their  ability  to  insult  and  torment  him  in 
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a  sarcastic  manner.  Mainly  they  were  brisk,  deft,  and  certain  in  tlnir 
actions;  their  voices  were  harsh  and  rasping,  their  coloring  vivid,  their 
speech  polished.  There  were  a  few  p(;rsons  who  did  not  seem  tc;  fit  this 
pattern,  hnt  their  costumes  appeared  so  outlandish,  their  accents  of 
speech  so  exaggerated,  that  he  believed  they  were  enacting  an  inten- 
tional caricature  to  mock  him.  He  was  excruciatingly  aware  of  all 
sensations,  an  agony  from  which  he  coidd  escaj)e  onlv  by  sleep. 

At  first  he  had  thought  that  he  might  gamble  f)y  tentatively  ac- 
cepting his  first  psychiatrist's  disagreement  with  his  delusional  beliefs 
— it  was  at  this  time  that  he  became  more  cooperative — but  later  he 
withdrew  from  the  relationship  when  the  psychiatrist  appeared  to 
him  to  be  a  member  of  the  organization  which  was  persecuting  him. 
Aside  from  this  transient  doubt,  there  was  no  question  in  the  patient's 
mind  at  this  period  of  his  illness,  concerning  the  reality  of  his  experi- 
ences or  his  interpretation  of  them.  Outstanding  in  the  patient's  mind, 
and  the  factor  to  which  he  attributes  the  onset  of  his  recovery,  were 
his  experiences  on  the  medical  ward  when  he  was  acutely  and  seri- 
ously ill.  His  perception  and  interpretation  of  the  people  and  events 
about  him  were  similar  to  those  mentioned,  except  that  his  sensations 
were  dulled,  creating  the  feeling  of  his  being  in  a  relative  vacuum. 
He  knew  that  he  was  physically  weak  and  sick  but  thought  that  this 
was  part  of  a  plan  to  make  him  absolutely  helpless.  He  was  not  sure 
whether  he  had  served  his  purpose  and  they  would  let  him  die,  or 
whether  they  intended  to  bring  him  back — if  so,  he  thought  that  the\- 
might  make  a  miscalculation.  He  felt  comforted  by  the  possiblity  of 
his  dying  as  an  end  to  the  torment. 

The  patient  recognized  among  the  ward  personnel  people  whom 
he  had  seen  previously.  One  of  them,  Mrs.  O,  was  a  large  Negro 
woman  in  her  late  thirties.  The  patient  believed  that  she  had  been 
placed  on  the  ward  as  a  representative  of  the  Negro  race  in  order  to 
demonstrate  that  even  she  was  superior  to  him  and  contemptuous  of 
him.  She  appeared  to  be  quick,  sure,  highly  intelligent,  and  worldly, 
with  an  excellent  command  of  English;  her  appearance  seemed  ex- 
tremely neat,  her  skin,  full,  smooth,  and  light  in  color.  He  was  aware 
of  only  one  difference  between  her  behavior  and  that  of  the  others — 
and  that  difference  lav  onlv  in  its  consistency.  On  starting  work, 
Mrs.  O  would  first  ask  about  him  by  name  when  reports  about  patients 
were  exchanged.  She  usually  tended  to  his  immediate  needs  before 
engaging  in  idle  conversation,  or  leaving  the  ward  for  meals,  or  at 
the  end  of  work.  Her  remarks  to  him  seemed  no  different  from  the 
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others  and  were  limited  to  "Here  is  your  food,  Mr.  X,"  "We  are  going 
to  bathe  you,"  "I  would  like  to  change  your  bed." 

He  recalled  her  attempting  to  spoon-feed  him,  but  he  turned  his 
head  aside  more  as  a  matter  of  policy  than  conviction.  As  the  days 
passed,  he  began  to  feel  that  her  voice  sounded  less  harsh,  but  there 
was  no  change  in  her  appearance.  His  own  behavior  was  impassive, 
and  he  consciously  made  every  effort  to  avoid  showing  any  respon- 
siveness to  his  surroundings.  It  should  be  remembered  that  at  the 
time  the  patient  was  making  these  observations  and  deductions,  he 
was  considered  by  the  ward  personnel  to  be  stuporous  and  out  of 
contact.  Although  his  determination  of  Mrs.  O's  position  in  the  plot 
had  not  changed,  the  patient  had  a  vague  feeling  that  there  was  some- 
thing different  about  her  and  that  somehow  she  had  a  genuine  kindly 
interest  in  him.  He  became  extremely  aware  of  her  actions,  and  much 
of  his  thinking  centered  on  her.  He  would  feel  comfortable  when  she 
was  on  the  ward,  would  eagerly  await  her  coming  on  duty,  and  was 
aware  of  her  absence  from  the  ward  on  her  davs  off.  When  she  was 
away,  he  would  pray  for  strength  to  endure  the  pain  of  the  situation 
while  she  was  gone. 

Earlier  in  his  illness,  in  order  to  escape  from  thinking  about  his  be- 
lieved predicament,  he  thought  considerably  about  such  philosophical 
matters  as  life,  death,  love,  affection,  and  religion,  in  a  frantic,  me- 
chanical, and  detached  way,  using  pohsyllabic  language.  During  this 
period  he  experienced  a  resurgence  of  these  thoughts  but  in  a  com- 
pletely different  way — they  were  considered  important,  enabled  him 
to  survive  in  a  harsh,  uncompromising,  unfair,  and  disappointing 
world;  specifically,  this  is  what  enabled  a  Negro,  Mrs.  O,  to  survive 
in  a  difficult  white  world.  It  was  too  bad,  he  felt,  that  he  finally  recog- 
nized these  ideals,  because  he  was  already  doomed  and  beyond  re- 
demption. 

Mrs.  O  left  the  medical  ward  before  Mr.  X  was  transferred,  and  he 
did  not  see  her  again  until  just  before  his  discharge  from  the  hospital. 
During  the  period  of  his  recovery,  he  covertly  searched  out  people 
who  were  present  earlier  in  his  illness  in  order  to  compare  his  impres- 
sions and  to  reconstruct  his  illness.  He  considered  looking  for  Mrs.  O 
many  times,  but  each  time  found  convenient  excuses,  until  he  met  a 
nurse  who  had  been  on  the  medical  ward.  He  asked  a  guarded  ques- 
tion about  Mrs.  O,  and  the  nurse  replied  that  Mrs.  O  had  been  ex- 
tremelv  interested  in  him  and  had  hoped  to  see  him,  but  was  back- 
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ward  about  doing  so,  Mr.  X  told  of  his  wish  to  sec  her,  and  a  meeting 
was  arranged. 

Mrs.  O  appeared,  in  contrast  to  his  previous  impressions,  to  he 
relatively  slow,  dull,  and  awkward;  her  uniform  was  soiled,  she  ap- 
peared shorter,  her  skin  was  darker  and  wrinkled,  and  her  complexion 
imperfect;  her  movements  were  unsure  and  lier  language  limited, 
with  an  obvious  accent.  The  conversation  was  simple,  clumsy,  and 
conventional.  Mrs.  O  told  about  her  pleasure  in  hearing  of  his  re- 
covery, wished  him  luck,  and  said  tliat  she  had  been  verv  interested 
in  him.  Mr.  X  said,  "I  felt  tliat  something  was  going  on  and  that  you 
were  interested — but  why? "  She  replied,  "A  few  )'ears  ago  my  hus- 
band caught  tuberculosis  and  had  to  go  to  a  hospital.  I  started  to  work 
at  a  medical  hospital  but  it  wasn't  enough.  So  I  came  here  and  liked 
it  better.  I  don't  know  why  I  was  interested  .  .  .  maybe  ...  I  guess 
.  .  .  it  was  because  you  were  sick  .  .  .  you  were  a  man  .  .  .  you 
were  in  trouble  ...  I  was  a  woman  .  .  .  and  there  was  something 
I  could  do." 

Discussion 

This  description  of  the  origin  of  recovery  from  a  ps\  chosis  arising 
from  a  meaningful  but  almost  obscure  relationship  between  the  pa- 
tient and  a  kindly  female  attendant  reveals  some  possible  interper- 
sonal mechanisms  connected  with  recoverv.  The  narration  illustrates 
some  things  we  are  inclined  to  underestimate:  A  disturbed  or  with- 
drawn patient  may  be  acutely  aware  of  his  surroundings  even  if  his 
impressions  are  distorted.  Also,  in  each  such  patient  there  exist  at 
least  transient  islands  of  reasonableness  and  valid  experience  with  re- 
sponses to  the  environment  which  are  appropriate,  and  it  is  the  utili- 
zation of  these  which  fomi  the  basis  of  any  therapeutic  approach. 
Perhaps  this  anecdote  illustrates  concretelv  the  theoretical  and  prac- 
tical importance  of  the  more  recent  research  which  concerns  itself 
with  social  interaction  and  the  importance  of  the  en\ironment  and 
the  attitudes  of  those  surrounding  the  patient — the  "attitude '  or 
"milieu"  therapy  of  a  hospital. 

Nathan  Ackerman  .  .  . 

This  is  a  fascinating  story,  sensitively  told.  It  is  the  story  of  true  love 
of  an  extraordinary  kind,  which,  in  effect,  saxes  the  life  of  a  sick,  dsing 
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man.  In  the  depth  of  this  patient's  psychosis  are  revealed  the  subtle 
nuances  of  a  torturesome,  spiritual  struggle.  In  the  end,  it  is  this  struggle 
which  decides  recovery  or  nonrecovery  from  psychosis;  in  fact,  it  makes 
the  difference  between  life  and  death. 

At  one  point  this  patient  is  dangerously  ill,  both  mentally  and  physically. 
He  is  so  severely  debilitated  that  death  is  imminent.  At  the  climactic 
point  of  his  illness,  the  patient  is  tortured,  agonized,  without  hope,  and 
praving  for  relief  in  death.  From  the  tender,  devoted  care  of  a  Negro 
woman  attendant  this  psychotic  man  gets  a  ray  of  hope,  a  new  faith.  He 
is  inspired  to  live  for  her.  He  survives  and  makes  a  remarkable  recovery. 
This  is  what  we  must  explain. 

In  order  to  do  so,  we  must  reconstruct  the  sequence  of  events.  This 
man  takes  a  plunge  into  an  acute  paranoid  psychosis.  He  transforms  his 
perceptual  view  of  the  world  so  that  he  experiences  himself  as  a  haunted, 
tortured  victim  of  a  world  of  persecutors.  He  is  utterly  alone,  without  love, 
without  allies,  and  completely  exposed  to  assault  and  humiliation.  He  is 
crushed  and  feels  no  chance  for  life  or  love.  He  wants  to  die,  tries  to  die, 
and  almost  succeeds. 

He  meets  one  other  person  in  the  world  whose  behavior  challenges 
his  paranoid  misconception  of  the  universe.  At  first  he  is  convinced  that 
she,  too,  is  placed  there  for  the  explicit  purpose  of  only  deepening  his 
degradation.  However,  the  sincere,  warm,  and  steady  way  in  which  she 
ministers  to  his  needs  challenges  his  entire  paranoid  system.  Gradually, 
he  corrects  his  misconception  of  her  intentions  toward  him.  He  discovers 
that  this  woman  is  true  to  him,  consistent,  dependable,  and  loving  as  a 
good  mother.  She  rescues  him  from  the  jaws  of  death;  nurses  him  back 
to  health.  She  gives  him  a  new  trust  and  a  reason  to  live.  In  the  beginning 
she  is  the  sole  exception  to  his  systematized  paranoid  image  of  human 
relations.  It  gradually  dawnis  on  his  clouded  senses  that  there  is  in  the 
world  at  least  one  other  human  being  who  must  herself  have  been  pro- 
foundly wounded  and  humiliated.  Since  she  is  a  Negro  woman,  she  must 
have  suffered,  and  yet  despite  this  she  sustained  her  faith.  As  a  member 
of  a  demeaned  minority  she  must  have  experienced  insults  and  degrada- 
tion. Nonetheless,  she  preserved  her  self-esteem,  her  dignity,  and  her 
capacity  for  loving.  There  is  much  in  this  story  that  suggests  an  experi- 
ence of  the  nature  of  a  religious  conversion.  It  is  through  this  patient's 
identification  with  the  presumed  anguish  of  this  Negro  woman  that  he 
is  led  back  to  an  affirmation  of  the  positive  value  of  life. 

The  torturesome  quality  of  the  man's  moral  struggle,  the  pathos  of  his 
conversion  experience,  is  echoed  in  his  preoccupation  with  the  funda- 
mental value  problems  of  human  existence.  In  the  depths  of  despair  he 
scrapes  the  very  bottom  of  his  soul;  he  strives  agonizingly  to  discover  the 
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true  meaning  of  life.  He  finds  an  answer  in  the  simple,  dignified  faitli  oi 
a  Negro  woman. 

But  love  is  blind,  they  say.  During  the  height  of  liis  ijsych(j.sis  he 
does  not  see  her  as  she  really  appc^ared  in  actuality.  Wit  feels  more  than 
he  sees.  He  feels  her  goodness  and  idealizes  it.  He  makes  of  her  a  kind  of 
idyllic  mother  figure.  Through  union  with  her  he  finds  goodness  in  him- 
self. 

Many  months  later  in  his  recovered  state,  h(!  compares  his  two  images 
of  this  idyllic  mother,  before  and  after  psychosis.  Once  again  restored  to 
the  world  of  reality,  he  sees  this  Negro  woman  in  a  very  different  light. 
The  clash  of  the  two  images  is  painful.  Now  she  is  slow,  dull,  awkward, 
and  has  a  blemished  skin.  He  is  plagued  with  the  need  to  know  from  this 
woman  why  she  nursed  him  back  to  life.  Could  it  be  that  she  loves  him? 
Does  she  find  in  him  something  worthy  of  love?  The  late  reunion  between 
the  patient  and  his  adoptive  Negro  mother  is  an  awkward,  labored  one. 
He  gets  his  answer  by  indirection,  and  in  a  veiled  allusion.  Yes,  she  loves 
him;  she  loves  him  in  place  of  her  sick  husband  from  whom  she  was  forcibly 
parted.  But  at  this  meeting  both  are  constrained,  self-conscious,  conflicted. 
Neither  can  be  emotionally  free  or  spontaneous  in  confessing  their  em- 
pathic  love.  It  is  a  sad  commentary  on  our  culture,  on  the  insincerities 
of  conventional  social  relations,  on  the  barrier  imposed  by  the  color  line, 
that  a  profoundly  meaningful  bond  of  affection  cannot  be  freely  admitted. 
In  this  long  postponed  reunion,  the  love  feeling  cannot  be  fully  shared  and 
enjoyed.  It  is  cloaked  over  by  a  clumsy,  self-conscious  casualness. 

This  recapitulation  of  a  case  of  recovery  from  an  acute  psychosis  influ- 
enced by  the  devoted  ministrations  of  a  Negro  woman  points  significant!)- 
to  the  issues  raised  by  the  therapist  himself.  What  is  the  content  of  inter- 
personal experience  necessary  to  recovery?  Are  there  islands  of  preserved 
health  even  in  severely  psychotic  patients?  Can  we  design  a  milieu  therapy 
which  incorporates  the  crucial  elements  of  emotional  nutrition  necessary 
for  healing? 

This  clinical  story  makes  clear  first  that  the  care  of  psychoticalh'  ill 
persons  cannot  and  must  not  be  mechanized.  No  matter  how  fine  may  be 
the  architecture  of  our  new  mental  hospital  buildings,  no  matter  how 
improved  may  be  the  physical  care  of  psychotic  patients,  none  of  these 
attributes  can  in  any  way  replace  the  ingredients  of  \\arm.  kindly  inter- 
personal intimacy  which  are  indispensable  to  recovery.  It  is  necessary  not 
only  to  put  "brains  ahead  of  bricks,"  but  even  more  important,  "heart 
ahead  of  brains."  The  inclusion  of  this  essential  emotional  diet  is  not  a 
question  of  professional  training.  It  is  more  a  question  of  finding  the  right 
kinds  of  human  beings,  human  being  with  heart  and  a  sense  of  dedication. 
The  loving  of  a  patient  and  the  inspired  contagion  of  hope  and  faith  can- 
not be  prescribed.  It  must  simply  be  there. 
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The  profound  sharing  of  the  true  value  and  worth  of  every  human  life 
must  be  a  silent  presence  in  the  milieu  of  psychotic  patients.  Is  it  possible 
to  planfully  introduce  these  ingredients  into  a  hospital  ward?  The  answer 
is  yes.  It  can  also  be  introduced  into  institutions  for  delinquents.  It  can  be 
created  and  nursed  in  the  psychological  core  of  family,  neighborhood,  and 
community.  An  intriguing  question  arises  as  to  the  existence  of  a  cultural 
trend  in  our  society  which  tends  to  mechanize  human  relations,  foster 
denial  of  emotion,  and  choke  oflF  spontaneity.  When  this  happens  the 
structure  of  human  relations  moves  toward  the  sick  side.  To  counteract  this, 
it  would  be  necessary  to  re-examine  the  culture  pattern  to  see  how  it 
might  be  possible  to  enhance  those  values  in  human  relations,  in  family 
and  community  which  are  on  the  side  of  emotional  health. 

Jerome  D.  Fr.\nk  .  .  . 

This  incident  raises  the  important  question  of  the  validity  of  material 
produced  by  patients  in  therapy.  Much  of  the  data  on  which  theories 
of  psychiatric  illness  and  therapy  are  based  consist  of  patients'  memories 
of  past  events.  Despite  the  accumulation  of  much  evidence  to  the  con- 
trary, memories  still  tend  to  be  accepted  as  close  approximations  of  what 
occurred.  Actually,  the  patient's  memories  are  apt  to  be  grossly  distorted 
by  his  motivations  at  the  time  he  reports  them.  One  such  motivation  is  his 
need  to  make  sense  of  his  past  life  and  his  present  symptoms.  Further- 
more, there  is  increasing  evidence  that  the  patient's  productions  in  a  thera- 
peutic situation  are  influenced  to  a  hitherto  unsuspected  degree  by  the 
expectations  of  his  therapist.  The  patient's  remarks  are  guided  by  cues  of 
approval  or  disapproval  emitted  by  the  therapist,  even  when  the  former 
believes  himself  to  be  completely  nondirective.  Neither  patient  nor  the 
therapist  need  be  aware  that  this  is  occurring,  but  its  efi^ects  can  be  pro- 
found. A  classical  example  is  the  way  Freud's  patients  fabricated  early 
experiences  which  confirmed  his  theory  of  the  causative  role  of  infantile 
traumata  in  neuroses. 

Both  the  desire  to  make  sense  out  of  his  illness  and  the  therapist's 
expectations  may  have  distorted  this  patient's  account  of  the  role  of  the 
colored  aide  in  his  recovery.  He  seems  to  have  had  an  acute  schizophrenic 
episode  of  a  kind  which  is  usually  self-limited  although  it  may  recur.  In 
the  latter  connection  it  would  be  interesting  to  know  what  the  patient's 
current  symptoms  were.  Was  he  again  having  a  mild  paranoid  psychosis? 
Did  he  come  out  of  it  promptly  or  did  he  get  sicker  first?  In  any  case,  after 
a  patient  has  gone  through  such  an  experience,  he  tries  hard  to  find  an 
explanation  for  it.  The  human  mind  abhors  a  vacuum,  and  the  inexplicable 
is  all  the  more  frightening  if  it  happens  to  one's  self.  Patients  who  have 
recovered  from  psychosis  can  almost  always  find  some  experience  con- 
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nected  temporally  with  its  onset  or  its  termination,  to  wliich  they  attribiif* 
getting  sick  or  getting  bettor.  If  the  colrm-d  aide  had  not  been  there,  this 
patient  would  in  all  likelihood  have  attributed  Ins  recovery  to  some  other 
incident  or  person.  Patients  who  have  recurrent  psychotic  depressions,  for 
example,  are  often  able  to  account  for  the  onset  of  each  depression  by 
referring  it  to  an  upsetting  experience,  even  though  it  seems  more  than 
likely  that  most  such  depressions  are  caused  by  physiological  rhythms 
that  we  do  not  yet  understand. 

It  may  well  be,  incidentally,  that  one  of  the  important  functions  of 
interpretation  in  psychotherapy  is  to  supply  the  patient  with  a  rationale 
for  his  bewildering  and  upsetting  emotional  experiences,  thereby  increas- 
ing his  self-confidence.  Interpretations  based  on  different  theoretical 
frameworks  seem  to  be  equally  effective.  The  effectiveness  of  an  inter- 
pretation seems  to  depend,  not  on  its  truth,  but  on  whether  or  not  the 
patient  and  the  therapist  believe  it  to  be  true,  with  resultant  allaying  of 
the  patient's  anxiety. 

Therefore,  it  is  not  surprising  that  this  patient  has  an  explanation  for 
his  recovery.  The  question  next  becomes,  why  he  picked  this  particular 
one.  The  therapist  obviously  assumed  that  he  did  so  because  it  is  the  cor- 
rect explanation,  and,  for  the  purpose  of  this  discussion,  I  shall  make  the 
same  assumption.  However,  it  is  only  an  assumption.  This  report  is  made 
nine  years  after  the  fact,  which  gives  ample  time  for  retrospective  falsifica- 
tion. One  wonders  whether  this  patient  really  clung  to  so  many  details 
for  so  many  years  or  whether  he  made  some  of  them  up. 

Also,  the  fact  that  this  patient  offers  an  interpersonal  explanation  for 
his  recovery  is  in  keeping  with  his  turning  to  psychotherapy  for  help  on 
this  occasion.  That  is,  he  presumably  accepts  the  notion  of  an  inter- 
personal basis  for  his  psychosis.  I  cannot  be  sure  what  the  orientation 
of  the  therapist  is,  but  feel  confident  that  it  is  one  which  also  lays  great 
weight  on  interpersonal  and  psychogenic  factors  in  mental  illness.  In  this 
connection,  I  wonder  if  he  has  had  much  experience  with  psychotics  be- 
cause he  seems  surprised  that  "a  disturbed  or  withdrawn  patient  may  be 
acutely  aware  of  his  surroundings."  This  is  commonplace  to  those  who 
work  with  psychotics;  in  fact,  some  have  called  the  catatonic  state  one  of 
vigilance  rather  than  stupor  because  of  this  fact.  In  any  case,  it  seems 
likely  that  the  therapist  was  oriented  towards  finding  a  psychogenic  ex- 
planation of  the  patient's  recovery  and  may  ha%'e  unwittinglx-  influenced 
the  latter's  report  of  his  memories  in  accord  with  this  expectation. 

Assuming  that  the  patient's  account  does  actually  correspond  \\ith 
what  transpired,  several  factors  may  be  thought  of  as  contributing  to  his 
recovery.  One  is  that  he  became  physically  very  ill.  It  is  well  kno\\Ti  that 
a  life-threat  often  produces  remissions  in  schizopliienics,  and  some  at- 
tribute the  beneficial  effects  of  insulin  coma  therapy  to  just  this  fact. 
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Practically  every  psychiatrist  who  has  thought  about  this  subject  has 
speculated  about  it.  I  know  of  no  evidence  which  enables  a  decision  be- 
tween different  theories.  One  can  think  in  terms  of  the  instinct  of  self- 
preservation,  for  example,  and  hypothesize  that  a  life-endangering  experi- 
ence forces  the  patient  to  come  back  to  reality  in  order  to  preserve  his 
existence — that  is,  he  has  to  make  some  sort  of  appropriate  adaptation  to 
the  world  again  in  order  to  survive.  Or  perhaps  severe  physical  illness 
mobilizes  the  physician's  interest  and  concern,  and  this  is  the  chief  thera- 
peutic factor.  Betz  and  Whitehorn,-  for  example,  have  been  able  to  dis- 
tinguish two  kinds  of  psychiatrist,  termed  "A"  and  "B"  who  have  con- 
sistently good  and  poor  success,  respectively,  with  hospitalized  schizo- 
phrenics. "A"  psychiatrists  who  offer  a  relationship  characterized  by  "active 
personal  participation"  do  not  improve  their  results  by  using  insulin.  The 
patients  of  "B"  psychiatrists,  on  the  other  hand,  when  given  insulin  show  a 
rise  in  remission  rate  equal  to  that  obtained  by  the  "A"  physicians. 

For  this  episode,  an  appropriate  hypothesis  would  be  that  the  patient's 
illness  caused  him  to  regress  to  an  infantile  state,  in  which  he  again  be- 
comes accessible  to  a  primitive  mothering  type  of  approach. 

Mothering  involves  physical  contact,  which  may  offer  the  most  useful 
means  of  communication  with  a  severely  disturbed  patient.  It  is  an  attrac- 
tive notion  that  the  phylogenetically  more  recent  distance  receptors — the 
eyes  and  the  ears — are  more  subject  to  distortion  of  signals  in  accordance 
with  the  patient's  private  meanings  than  are  the  more  prim.itive  receptors  of 
touch,  taste,  and  smell.  Some  think  that  a  measure  of  the  seriousness  of  a 
schizophrenic's  disorganization  is  the  depth  of  the  disorganization  of  his 
communication  system.  The  patient  who  has  tactile  and  gustatory  halluci- 
nations, for  example,  is  perhaps  sicker  than  one  who  has  only  visual  and 
auditory  ones.  It  follows  that  a  patient  who  is  too  disorganized  to  interpret 
words  correctly  can  still  respond  appropriately  to  physical  contacts.  Con- 
versely, since  taste,  smell,  and  touch  are  most  important  in  the  preverbal 
stage  of  development,  a  confused  patient  may  be  less  likely  to  symbolically 
distort  stimuli  in  these  modalities  than  sights  and  sounds,  which  are  closely 
linked  to  words. 

The  record  suggests  that  the  colored  aide  gave  the  patient  more  (or 
more  kindly)  physical  attention  than  the  other  aides.  It  is  noted  that  she 
attended  to  his  immediate  needs  before  engaging  in  idle  conversation  or 
leaving  the  ward  for  meals  or  at  the  end  of  work;  also,  that  she  attempted  to 
spoon-feed  him.  Through  these  primitive  channels  the  essential  good  in- 
tentions of  the  treatment  personnel  might  first  be  able  to  penetrate  his 
delusional  system.  These  became  the  only  stimuli  that  were  not  acutely 
painful  or  anxiety  provoking  to  him,  so  it  is  understandable  that  he  would 

-  Barbara  |.  Betz,  and  J.  C.  WTiitehom,  "The  Relationship  of  the  Therapist  to  the 
Outcome  of  Therapy  in  Schizophrenia,"  Pstjchiat.  Res.  Rep.  ( 1956),  No.  5,  pp.  89-105. 
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become  very  aware  of  the  aide  and  miss  h(!r  when  she  was  not  on  the  ward. 

At  a  more  symboHc  level,  he  may  have  been  able  to  accept  her  good 
intentions  as  genuine  b(!cause  Ik;  identified  her  as  a  member  oi  a  perseciitc-d 
minority  such  as  he  also  felt  himself  to  be. 

With  respect  to  the  course  of  the  illness,  one  might  wonder  whether  he 
broke  oflF  with  the  psychiatrist  at  an  earlier  stage  simply  because  his  illness 
was  getting  worse  or  whether  the  psychiatrist  had  done  something  to  dis- 
rupt the  beginnings  of  a  trustful  relationship.  This  is  another  example  of  the 
difficulty  in  deciding  what  is  cause  and  what  is  effect  with  these  patients. 

Finally,  it  is  impossible  to  decide  whether  the  total  push  program  really 
contributed  to  his  recovery  or  whether  it  was  just  an  accompaniment  of  his 
spontaneous  convalescence.  In  short,  until  we  know  a  great  deal  more  about 
the  natural  history  of  these  illnesses  and  the  kind  of  influences,  both  en- 
dogenous and  exogenous,  that  affect  their  course,  any  attribution  of  cause 
to  events  in  the  patient's  environment  must  be  very  tentative.  All  we  can 
say  is,  many  kinds  of  experience  and  intervention  can  be  therapeutic,  not 
just  those  of  the  psychiatrist  or  psychotherapist.  Kindliness  and  consistent 
warm  interest  conveyed  by  anyone  in  a  simple  manner  appropriate  to  a 
patient's  badly  confused  receptive  state  may  have  a  significant  healing 
eflFect. 


Vincent  Herr  ... 

The  patient,  in  his  apathetic  withdrawn  state,  might  well  have  been 
given  up  as  hopeless,  were  it  not  for  his  infections,  which  necessitated  his 
being  put  in  the  medical  ward.  We  are  not  told  in  the  case  whether  or  not 
the  infections  were  self -caused.  Probably  it  is  not  known  and  never  will  be 
known  how  much  the  patient  was  out  of  contact  when  they  occurred.  There 
is  reason  to  suspect,  from  the  subsequent  history,  that  the  patient  may  at 
some  future  day  recall  their  origin.  After  all  he  must  have  recalled  his 
suicidal  attempts,  and  this  writer  definitely  believes  he  should  be  kept  on  an 
out-patient  basis  with  some  therapist. 

The  happenings  of  that  first  year  in  the  medical  ward  must  have  been 
critical.  It  is  possible  that  the  influence  of  the  Negro  female  attendant  may 
have  turned  the  tide.  It  is  thinkable  at  least,  that  the  psychiatrist  had  pre- 
pared the  soil,  as  it  were,  for  the  patient's  salutary  reaction  to  the  Negress. 
For  the  patient  had  "tentatively  accepted  the  psychiatrist's  disagreement 
with  his  delusional  beliefs."  Just  why  the  patient  relapsed,  thinking  the 
psychiatrist  was  part  of  the  persecuting  organization,  will  be  known  only 
when  more  interviews  are  had  with  the  recovered  patient,  if  even  then.  But 
when  one  reads  this  case  he  cannot  help  being  impressed  with  the  ex- 
tremely volatile  and  fluctuating  character  of  this  patient's  perceptions  even 
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at  the  time  of  his  dismissal  from  the  hospital.  There  is  an  obvious  contrast 
bet\veen  the  way  Mrs.  O  struck  him  on  the  ward  and  then  upon  dismissal. 
First  she  seemed  contemptuous  of  him,  yet  sure,  quick,  neat,  skillful, 
smooth,  and  light  in  color,  first  of  all  attending  to  his  needs;  then  upon  dis- 
missal, the  patient  finds  her  slow,  dull,  awkward,  untidy,  skin  wrinkled.  Yet 
she  seemed  to  have  conveyed  to  this  confused  patient  something  of  her 
o\vn  feeling  of  sympathy  and  understanding,  which  power  of  communica- 
tion may  have  been  related  to  her  own  personal  life  experiences  with  her 
suffering  husband. 

The  case  described  here  gives  a  marvelous  and  typical  picture  of  the 
gradual  systematization  of  delusions  of  persecution,  which  could  well  be 
included  in  textbooks.  If  there  should  come  a  day  when  the  science  of  blood 
chemistry  reveals  more  of  the  hidden  causes  of  such  delusional  formations 
with  their  accompanying  somatic  and  sensory  disturbances,  researchers 
will  be  in  need  of  accurately  reported  case  histories. 

As  for  the  subtle  interpersonal  relationship  that  marked  the  turning 
point  of  recovery,  we  are  still  left  in  the  dark  concerning  its  true  nature. 
Was  it  one  of  satisfying  the  need  for  affection,  or  attention,  or  just  common 
ordinary  "respect  for  the  person"?  The  data  given  do  not  enable  us  to  decide 
this  question.  Ample  extraneous  evidence  points  to  an  obvious  universal 
human  need  for  respect. 

It  is  abundantly  clear,  however,  that  attendants,  physicians,  and  ex- 
ternal observers  generally,  can  be  extremely  far  from  the  truth  when  they 
report  that  a  particular  patient  at  a  particular  moment  of  time  is  here  and 
now  totally  out  of  contact  with  reality!  While  there  is  life  in  an  intact  organ- 
ism there  also  seems  to  be  some  "appropriateness"  in  its  responses  to  some 
aspects  of  the  environment. 

J.  McV.  Hunt  .  .  . 

This  incident  is  interesting  in  that  it  suggests  that  there  are  subtle  cues 
of  interpersonal  communication  which  have  thus  far  escaped  systematic 
organization  in  psychological  theory.  It  is  quite  unnecessary  to  assume 
anything  especially  mysterious  about  this  communication.  On  the  other 
hand,  assuming  that  what  this  stuporous  patient  got  from  Mrs.  O,  who 
served  as  his  nurse,  was  truly  of  significance  in  his  change,  an  assumption 
which  may  not  be  true,  the  patient's  retrospective  account  of  the  experience 
indicates  that  some  of  the  cues  that  serve  as  interpersonal  communication 
are  poorly  understood. 

This  case  reminds  me  of  an  experience  I  had  at  Worchester  Hospital  in 
the  middle  thirties.  One  of  the  patients  assigned  to  me,  as  a  subject  in  an 
experiment,  was  a  stuporous  catatonic  who  had  not  talked  for  some  six  or 
eight  months.  At  that  time  I  was  studying  the  effects  of  mv  taking  various 
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roles  in  my  relationsliips  with  noncooperativc  schizophrenics  on  the  co- 
operativeness  ot  theses  patients.  In  about  half  of  tlu;  25  cases  I  fjad  in  the 
study,  I  found  deliberate  changes  of  my  role  produced  changes  in  the  co- 
operativeness  of  the  piitients.  In  the  other  half  of  this  group  of  25,  nothing 
I  could  do  influenced  their  cooperativeness.  In  (!ach  case,  mv  first  interview 
was  to  make  a  direct  recjuest  for  the  kind  of  cooperation  I  wanted.  In  the 
case  of  this  stuporous  schizophrenic,  I  told  him  directly  that  there  were 
those  who  believed  that  he  could  not  cooperate,  and  that  tlK^re  were  those 
who  believed  that  he  could  if  he  would.  I  told  him  that  I  was  a  member  of 
the  latter  group,  and  that  he  could  be  of  real  service  to  mankind  if  he 
would  come  down  to  the  laboratory  and  demonstrate  that  he  could  d(j  the 
various  tests  that  I  had  there.  Fifteen  minutes  of  such  talk  produced  not  a 
single  flicker  of  change  in  this  man's  expression.  He  sat  rigidly  erect  in  a 
chair,  and  I  found  myself  wondering  if  he  were  playing  God.  I  knew  that  he 
had  had  the  background  of  a  Catholic  seminary.  My  (juestion  was  how  can 
one  communicate  with  God.  I  reckoned  that  if  he  were  playing  God,  to 
take  a  sup(;rior  role,  or  to  treat  him  in  the  diminutive,  should  be  very  irritat- 
ing. When  I  tried  this,  the  prediction  was  verified.  The  trial  consisted  of 
walking  in,  taking  the  patient  by  the  arm,  calling  him  "Jimmy-my-boy"  and 
saying  "You  are  coming  into  my  laboratory  now."  He  did  not  come.  In  fact, 
the  cords  stuck  out  on  his  neck  as  he  clenched  and  ground  his  teeth. 

Again  the  issue  arose  about  how  to  communicate  with  God.  I  thought  of 
adopting  the  posture  of  prayer,  but  I  rejected  it  because  it  would  ha\e 
reinforced  the  patient's  delusion  if  this  were  his  delusion.  Next  it  occurred 
to  me  to  play  the  role  of  a  person  in  trouble  within  his  ear-shot.  When  I 
did  this  by  sitting  down  on  the  window  sill  near  his  chair  and  complaining 
about  the  difficulties  of  trying  to  do  anything  at  the  Worcester  State-Hospi- 
tal, and  of  the  difficulties  of  getting  patients  to  participate  in  experiments, 
this  patient  suddenly  whirled  around,  and  in  a  clear  voice,  asked:  "\A'hat"s 
the  matter,  Dr.  Hunt?"  It  is  interesting  that,  even  though  he  \\as  apparently 
playing  something  like  the  God  role,  he  did  not  lose  my  title.  Furthermore, 
the  fact  that  he  knew  that  I  was  Dr.  Hunt  clearly  implied  that  he  was  quite 
aware  of  what  had  been  going  on  about  him.  Further  e\'idence  of  this 
came  from  the  fact  that  in  half  an  hour  of  conversation  he  sho\\'ed  that  he 
knew  a  great  deal  of  the  factual  material  about  the  \arious  attendants, 
professional  persons,  and  patients  on  the  ward.  He  would  not  go  to  the 
laboratory  to  do  my  tests  because  this  would  be  disloyal  to  his  Alma  Mater 
where  he  studied  psychology.  Moreover,  he  pointed  out,  since  it  was  his  job 
"to  keep  order  on  this  ward,  a  job  more  difficult  than  yoius,  Dr.  Hunt,"  he 
dared  not  leave  the  ward. 

In  a  later  series  of  interviews,  I  was  able  to  replicate  these  tliree  re- 
sponses of  this  patient.  Furthermore,  a  psychiatric  resident,  who  got  inter- 
ested in  the  process,  also  replicated  this  patient's  responses  to  diese  three 
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roles  I  have  described.  Shortly  after  the  resident's  interviews  with  this 
patient,  the  patient  appeared  in  the  doorway  of  his  room  with  a  grin  on 
his  face  and  asked  me  for  a  cigarette.  The  period  of  "stupor"  had  come  to 
an  end. 

What  I  am  suggesting  in  relating  this  very  interesting  experience,  is 
that  some  of  the  cues  of  the  roles  one  is  playing  may  take  on  special  mean- 
ings to  a  patient  and  start  a  major  shift  in  the  direction  of  his  behavior.  I 
had  hoped  that  I  might  discover  some  lawfulness  in  these  relationships,  but 
I  was  unable  to  do  so. 

Recently,  Fred  Fiedler"^  has  got  what  appears  to  be  the  beginnings  of 
lawfulness  in  such  behavior  in  the  tendency  for  therapists  of  favorable 
reputation  to  show  higher  assumed  similarity  ( a  tendency  to  describe  their 
patients  as  they  describe  themselves )  with  their  patients  than  do  therapists 
with  less  favorable  reputations.  In  a  similar  study,  Parloff^  has  shown  that 
patients  who  are  described  by  their  therapists  as  closely  approximating  the 
therapist's  ideal  patient  seem  to  feel  they  are  getting  more  out  of  the  group 
experience  than  do  patients  who  are  described  by  the  therapists  as  unlike 
the  therapist's  ideal  patient.  These  investigative  hints  can  be  coupled  with 
ex-periences  we  have  all  had  in  listening  to  ex-patients  describe  their  thera- 
pist. I  have  known  several  people  in  psychotherapy  to  describe  a  therapist, 
whom  I  regarded  as  skilled,  as  a  "quack."  This  same  patient  would  find 
exceedingly  helpful  another  therapist  whom  I  might  regard  as  much  less 
skilled  and,  to  me,  much  less  personally  attractive.  I  am  still  intrigued  by 
the  idea  that  there  must  be  some  lawfulness  in  this  business  of  "who  attracts 
whom"  in  the  psychotherapeutic  situation.  The  notion  of  lawfulness,  of 
course,  is  merely  an  assumption.  It  may  be  that  what  strikes  the  patient  is 
so  ideosyncratic  as  to  escape  encapsulation  in  any  general  proposition.  On 
the  other  hand,  to  accept  such  a  negative  assumption  without  a  search  for 
lawfulness  may  well  leave  a  highly  important  area  without  investigation. 

One  cue  given  in  this  incident  may  be  worth  following  up.  In  Mr.  X's 
retrospective  account  of  his  memory  of  his  colored  nurse,  Mrs.  O,  he  reports 
that  she  would  ask  first  about  him  by  name  when  reports  about  patients 
were  exchanged,  that  she  attended  to  his  immediate  needs  before  engaging 
in  idle  conversation,  or  leaving  the  ward  for  meals,  or  at  the  end  of  work.  It 
may  well  be  that  just  these  cues  of  personal  interest  on  the  part  of  ward 
personnel  are  of  major  importance  in  motivating  the  withdrawn,  or  in  giv- 
ing an  individual  the  impression  that  he  exists  as  something  of  value  to 
someone  else.  All  this  suggests  that  one  might  set  up  an  experiment  in 
which  the  various  ward  personnel  would  each  adopt  a  patient  for  such 

3  Fred  Fiedler,  "Quantitative  Studies  on  the  Role  of  Therapists'  Feelings  toward 
their  Patients,"  in  Psychotherapy:  Theory  and  Research,  O.  Hobart  Mowrer  (ed.) 
(New  York:  Ronald.  1953).  Ch.  12. 

4  M.  B.  ParlofF,  "Some  Factors  Affecting  the  Quality  of  Therapeutic  Relationships," 
/.  Abnorm.  Soc.  Psychol,  LII  ( 1956),  pp.  5-10. 
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shows  of  interest  to  be  followed  up  through  a  series  of  weeks.  TTie  percent- 
age of  remissions  under  such  treatment  might  then  be  cfnnpared  with  the 
percentage  of  remissions  under  impersonal  treatment.  If  we  are  ever  to 
develop  a  kind  of  "milieu"  therapy  for  general  adoption  in  hospital  situa- 
tions, it  is  important  that  such  hints  be  followed  and  tested. 


Bess  Sondel  .  .  . 

This  history  is  interesting  communication  wise  mainly  because  it  indi- 
cates the  potency  of  nonverbal  communication. 

We  know  very  little  about  nonverbal  communication  beyond  that  it 
happens.  Every  time  we  use  words,  we  communicate  something  far  and 
beyond  their  literal  significance.  The  uniqueness  of  an  individual  derives 
from  the  character  and  organization  of  his  physical  structure  and  from  the 
pattern  of  his  learned  experience — from  his  ideas  and  ideals.  This  unique- 
ness is  associated  with  the  values  of  the  human  being  and  is  expressive  of  all 
the  years  of  his  biosocial  past  and  living  present.  The  value  system  is,  it 
seems,  so  tied  up  with  the  language  system  that  it  expresses  itself — through 
the  voice,  the  manner,  through  silence  itself — on  the  nonverbal  level  every 
time  we  use  words. 

In  the  case  of  this  patient  and  the  nurse,  it  seems  that  the  patient 
identified  himself  with  other  "persecuted"  individuals  and  that  the  nurse 
identified  the  patient  with  her  tuberculous  husband  and,  indeed,  with  all 
"helpless"  men  who  need  the  care  of  a  woman.  Over  and  beyond  the  words 
said,  these  two  people  communicated  something  deeply  within  them — 
something  intimately  associated  with  values.  Something — somehow — made 
itself  felt  by  the  patient  which  affected  his  behavior,  and  possibly  his  re- 
covery. 

Notice  that  the  comments  made  by  the  nurse  showed  no  explicit  inten- 
tion of  achieving  an  attitude  response: 

"Here  is  your  food,  Mr.  X." 

"We  are  going  to  bathe  you." 

"I  would  like  to  change  your  bed." 

These  statements  are  primarily  in  the  informative  use  of  language  but 
incitive  to  the  degree  in  which  they  invite  cooperation.  The  complete 
absence  of  explicitly  valuative  content  ( language  that  is  intended  to  elicit 
a  preferential  attitude  response^ )  is,  I  believe,  noteworthy  here  because 
the  nurse's  comments  did,  nevertheless,  produce  an  attitude  response.  This 
is  indicative,  in  my  opinion,  that  nonverbal  communication  did,  in  this  in- 

5  See  Charles  Morris,  Signs,  Languape,  and  Behavior  (Englewood  Cliffs,  N.J.: 
Prentice-Hall,  Inc.,  1946),  and  Bess  Sondel,  The  Humanity  of  Words.  A  Primer  of 
Semantics  (New  York:  World  Publishing  Company,  1958 ) . 
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stance,  supplement  verbal  communication  to  an  appreciable  degree.  On  the 
verbal  level,  the  nurse  asked  for  nothing  but  understanding  and  coopera- 
tion on  the  physical  level.  There  is  no  overt  soUcitation  of  empathy.  But 
that  empathy  occurred  is  apparent.  That  empathy  was  more  on  the  uncon- 
scious than  the  conscious  level  seems  to  be  indicated  by  the  fact  that  the 
patient  endowed  the  nurse  with  attractive  physical  attributes.  Had  the 
response  been  on  the  conscious  level,  the  patient  would  have  noted 
wrinkles,  and  so  forth,  which  he  did,  indeed,  note  in  his  more  adjusted  state. 

The  significant  thing  to  note  in  this  history  is  the  fact  that  nurse  and 
patient  were  aspects  of  a  social  field  in  which  there  was  no  sharp  division 
between  the  two.  Here  is  a  situation-as-a-whole  whose  complexity  goes 
beyond  our  abihty  to  analyze  it.  If,  as  biologists  say,  the  human  being  is 
but  one  organismic  pole  in  interaction  with  the  environmental  pole,  and  if 
there  is  no  strict  line  of  demarcation  between  the  two,  it  follows  that  the 
depth  value  of  words  penetrates  to  the  deep  imconscious.  And  what 
happens  on  the  outside  of  the  patient  in  the  social  and  physical  environ- 
ment is  very  nearly  as  important  as  what  happens  in  his  inner  self. 

This  broadens  the  scope  of  therapy.  It  places  an  added  responsibility 
on  the  therapist,  for  his  values  are  communicated  over  and  beyond  the 
literal  significance  of  his  words.  But  this  provides  the  therapist  also  with 
such  means  as  are  discoverable  and  available  for  use  in  the  relevant  situa- 
tion-as-a-whole. 

Carl  Whitaker  .  .  . 

This  incident  as  described  may  illustrate  milieu  therapy  or  illustrate 
social  interaction  and  its  ejfficacy.  To  me  it  illustrates  more  important 
aspects  of  the  psycho-dynamic  status  of  the  psychotic  patient,  for  example, 

( 1 )  his  perceptions  of  interpersonal  reality  are  exceptionally  acute  though 
described  in  symbolic  terms;  (2)  the  presence  of  a  psychotic  and  decom- 
pensating illness  does  not  preclude  a  degree  of  wellness  and  competence 
which  we  often  disregard. 

The  more  \ital  deductions  from  this  incident  relate  to  the  psycho- 
therapeutic process.  (1)  The  therapeutic  antibiotic  is  the  matiirity  of  the 
individual  with  whom  the  patient  is  relating.  The  Negro  attendant  is 
pictured  by  the  patient  in  her  true  colors  when  he  is  psychotic;  tliat  is, 
mature,  giving,  loving  in  a  manner  that  set  him  free.  His  reality  picture  of 
her  in  later  years  was  painted  in  the  colors  of  the  culture  as  dull,  awkwai-d, 
and  conventional.  It  seems  to  me  we  have  an  illustration  here  of  the  fact 
that  maturity  is  not  a  function  of  intellect,  of  beauty,  or  of  good  Enghsh. 

( 2 )  The  countertransference  vectors  in  Mrs.  O,  identified  by  her  as  relating 
to  her  dead  husband,  were  effective  in  helping  this  patient  recover  from  his 
psychotic  episode.  Maybe  this  case  will  help  us  develop  a  new  respect  for 
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maturity  and  deep  feelings  on  the  part  of  the  therapist.  Thie  definition  of 
when  eountertransferenee  is  damaging  and  when  it  is  growthful  mav 
thereby  be  easier  for  us  to  study  and  understand.  (3)  Communication  be- 
tween the  psychotic  patient  and  tlie  pers(;ns  around  him  is  almost  totally 
nonverbal.  In  fact,  we  teach  the  students  of  psych(;therapy  to  assume  it  as 
an  operative  fact.  The  psychotic  is  fully  responsive  to  the  inner  experience 
of  the  therapist. 


W$  All 

in  the  Family 
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History 

A  student  called  me  one  evening  to  arrange  an  appointment  for 
his  sister.  He  said  she  was  "confused"  about  her  marriage.  She  had 
been  separated  for  two  years  and  was  considering  psychotherapy  as 
a  means  of  working  out  how  she  really  felt  about  obtaining  a  divorce. 
It  became  clear  that  he  felt  considerable  urgency  and  wanted  me  to 
see  her  at  his  home  which  was  a  short  drive  from  mine. 

Upon  my  arrival  he  took  me  aside  and  told  me  that  his  sister  had 
been  hospitalized  twice  for  a  total  period  of  about  a  year,  and  that  she 
had  had  ECS  treatments.  Between  hospitalizations  she  had  seen  a 
psychiatrist  for  individual  therapy  but  had  terminated  shortly  and 
to  some  extent  blamed  him  for  her  second  commitment  and  the  shock 
treatment  she  received.  The  mother  had  a  history  of  hospitalization 
and  ECS;  the  father  had  died  in  a  psychiatric  ward. 

It  was  quickly  evident  that  the  patient  was  suffering  an  acute  psy- 
chotic episode.  Her  first  words,  spoken  with  a  quiet  terror,  were: 
"You're  not  going  to  shock  me,  are  you?  I  won't  talk  with  you  if  you're 
going  to  shock  me."  I  assured  her  that  I  would  not  and  asked  the 
brother  and  his  wife  to  leave  us  for  an  hour. 

286 
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The  next  hour  and  a  quarter  was  a  rambh'ng,  incoherent  account 
of  moral  directives  from  God  and  Ikt  dead  father,  voices  accusing 
her  of  being  a  prostitute,  rejection  by  her  brotiiers  and  sisters  and  later 
her  husband,  baby-snatching  rings  who  were  after  her  child,  and  so 
forth.  Intermittently  calm  and  extremely  emotional,  she  would  smile 
vacantly  one  moment  and  break  into  tears  the  next. 

Piecing  together  scraps  of  her  narrative,  there  emerged  a  pic- 
ture of  severe  deprivation— both  material  and  psychological— 
throughout  her  whole  cliildhood.  She  was  one  of  five  brotiiers  and  two 
sisters  in  an  immigrant  family  from  a  middle-Eastern  culture  in 
which  women  occupy  a  low  position.  She  was  constantly  made  aware 
of  her  inferior  status,  especially  by  her  brothers  and  mother.  A  par- 
ticularly traumatic  event  which  reinforced  her  feelings  of  worthless- 
ness  was  a  seduction  by  one  of  her  older  brothers  when  she  was  17. 
During  her  teens  all  members  of  the  family  ate  alone.  Each  kept  his 
or  her  food  separately  in  the  refrigerator,  and  there  was  constant 
bickering  and  accusations  of  theft  of  each  others'  food.  Except  for  a 
few  early  memories  of  her  father,  she  recounted  not  one  incident 
which  had  the  slightest  show  of  mutual  affection  among  the  famiK 
members.  It  is  noteworthy  that  in  spite  of  this  environment,  she  put 
herself  through  college. 

Her  recent  past  is  a  continuation  of  the  pattern  of  rejection  and 
deprivation.  Her  husband  left  her.  Her  brother  committed  her.  She 
and  her  three-year-old  daughter  live  in  a  small  apartment  with  a 
younger  brother  and  sister,  who  rail  at  her  constantly,  and  an  ambu- 
latory schizophrenic  mother. 

Incident 

At  the  end  of  this  hour  there  seemed  to  be  no  satisfactor\-  course 
of  therapeutic  action.  The  simplest  and  most  expedient  solution  was  to 
suggest  that  she  be  committed.  But  her  two  previous  hospitahzations 
appeared  to  have  done  nothing  constructive  and  a  good  deal  that  was 
destructive.  I  felt  that  a  repetition  of  that  experience  and  its  probable 
consequence — a  long  series  of  commitments  and  remissions — simph- 
must  be  avoided  if  any  alternative  oflFered  tlie  sHghtest  hope.  I  could 
simply  give  her  brother  the  names  of  se\eral  ps\chiatrists  and  suggest 
that  she  see  one.  But  this,  too,  seemed  out  of  the  question.  It  was  \  er\- 
clear  that  she  had  consented  to  see  me  onl\  because  her  brother  knew 
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me  and  because  I  was  a  psychologist  and  therefore  would  not  give  her 
ECS.  Furthermore,  I  did  not  feel  that  a  psychiatric  colleague  would 
welcome  the  case  any  more  than  I,  As  for  treating  her  individually 
myself,  there  were  several  factors  about  which  I  was  concerned.  First, 
as  a  psychologist  I  would  obviously  overstep  an  understood  treatment 
prerogative  by  taking  on  an  out-and-out  psychotic  with  a  hospital 
record.  As  much  as  I  wished  to  help  her,  I  thought  of  the  possibility 
of  my  burgeoning  private  practice  coming  to  an  abrupt  end  should 
she  act  out  with  her  child,  husband,  or  an)'  of  the  hated  family  mem- 
bers, the  tremendous  latent  hostility  that  seethed  in  her.  Second,  her 
financial  situation  would  not  allow  for  a  protracted  period  of  therapy, 
even  at  a  nominal  fee.  Finally,  her  attitudes  toward  her  family  were 
so  fierce  that  it  seemed  unlikely  that  she  would  be  able  to  work  them 
through  in  relation  to  a  therapist  who  might  achieve  significance  for 
her  only  after  a  relatively  long  time. 

The  best  course  of  action  seemed  to  be  an  attempt  to  build  on  what 
resources  existed  in  the  family,  namelv,  her  brother  and  sister-in-law. 
I  explained  to  them  the  conditions  under  which  I  would  work  with 
her.  There  must  be  at  least  one  consultation  with  a  psychiatrist,  both 
as  a  medical  and  legal  precaution.  She  would  come  for  therapy  three 
times  a  week  with  her  brother  and  sister-in-law  who  would  also  par- 
ticipate. I  explained  in  detail  the  psychological  expectations  in  this 
arrangement — that  they  were  to  become  sources  of  strength  and  sup- 
port for  her,  that  a  great  deal  of  vituperation  would  be  directed  at 
them,  especially  toward  the  brother,  and  that  this  "group  therapy" 
would  probably  last  at  least  from  three  to  six  months.  In  order  to  give 
them  a  foretaste  of  what  they  could  expect,  the  four  of  us  met  for  an- 
other hour.  It  worked  very  well.  The  client  became  much  more  ra- 
tional and  toward  the  end  she  and  her  brother  embraced  for  the  first 
time  in  many  years.  I  asked  them  to  think  over  the  therapeutic  plan 
and  call  the  next  day. 

At  this  writing  I  have  seen  them  for  one  month.  The  psychiatrist 
whom  she  consulted  agreed  that  she  was  not  homicidal  or  suicidal 
and  also  prescribed  drugs  as  a  supplement  to  psychotherapy.  Therapy 
has  not  been  without  many  critical  moments,  and  although  her  gen- 
eral movement  is  positive,  such  things  as  one  highly  agitated  hour,  the 
intense  "unreasonable"  hatred  and  insulting  behavior  often  directed 
at  her  brother  and  sister-in-law  as  well  as  the  incessant  demands  she 
places  on  them,  her  "childish"  refusal  to  take  the  prescribed  drugs, 
and  the  several  hours  occupied  with  seemingly  meaningless  chatter 
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often  make  the  "co-therapists"  very  discouraged  with,  and  rcjoctiii'^ 
of  her.  At  such  times  I  focus  on  a  clarification  of  their  feelings  toward 
her,  and  also  attempt  to  get  them  to  see  things  from  lier  point  of  view. 
In  general,  they  have  risen  to  the  occasion  far  })eyond  my  expecta- 
tions. 


Discussion 

I  would  like  to  have  some  theoretical  as  well  as  practical  com- 
ments on  this  group  approach.  Can  the  old  resentments  toward  her 
brother  be  reduced  enough  to  allow  mutual  affection  to  be  felt?  Or 
will  those  resentments  stand  in  the  way  of  psychotherapv?  Is  this  too 
much  to  ask  of  persons  witliout  therapeutic  training?  I  would  espe- 
cially value  knowing  if  someone  utilizes  this  approach  in  such  critical 
cases  and  what  are  the  results? 

Nathan  Ackerman  .  .  . 

This  incident  confronts  us  with  a  challenge  in  mental  health  for  which 
our  community  holds  presently  no  adequate  solution.  It  is  the  plaguing 
problem  of  how  to  care  for  a  selected  fraction  of  our  psychotic  citizens 
within  the  fold  of  the  family  and  the  community.  This  is  a  sad  and  pressing 
problem,  continuously  with  us,  and  yet  we  are  thus  far  unable  to  do  much 
about  it. 

Let  us  honestly  concede  at  the  outset,  that  hospitals  for  the  mentally 
ill  serve  first  the  interest  of  the  community,  and  only  secondarih-  the 
needs  of  the  mentally  ill.  Persons  who  fall  ill  psychoticallv  hold  a  certain 
critical  nuisance  value  for  family  and  community.  This  burden  is  peculiarly 
aggravated  in  our  time  owing  to  the  smaller  size  of  the  a\erage  family  and 
its  increased  social  mobility.  There  is  the  trend  of  family  members  to  seek 
satisfactions  and  meaningful  associations  outside  the  family  in  the  larger 
community;  each  individual  tends  to  go  his  own  way.  The  traditional 
family  function  of  nursing  of  the  sick  is  now  largely  removed  from  the 
family  to  hospitals  and  clinics.  For  a  variety  of  reasons  ha%ing  to  do  with 
change  in  the  social  pattern  of  family  and  community,  the  nuclear  family  is 
less  able  and  less  motivated  to  care  for  their  own  sick  ones.  This  includes 
the  question  of  caring  for  psychotic  members  of  the  family. 

It  is  this  social  factor,  among  others,  which  has  increased  the  demand 
for  early  hospital  admission  of  mentally  sick  persons.  To  be  sure,  this  more 
quickly  relieves  family  and  community  of  a  harrowing  burden;  from  tlie 
point  of  view  of  the  patient,  however,  the  story  is  a  diflFerent  one.  He  is 
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exiled.  He  enters  an  isolated,  timeless  life  behind  walls  in  a  strange  institu- 
tion which  unfortunately  o£Fers  little  chance  for  nourishment  of  the  healthy 
components  of  human  relations.  For  many  such  patients  it  is  the  point  of  no 
return.  The  removal  of  the  sick  ones  from  the  family  fold  is  one  sign  of  the 
times.  It  is  a  reflection  of  the  utilitarian  values  which  attach  to  our  modem 
fast-living  industrial  community. 

This  critical  incident  in  psychotherapy  depicts  the  torturesome  dilemma 
of  a  family  with  two  such  psychotic  persons,  a  psychotic  daughter  and  a 
psychotic  mother,  who  make  their  home  with  one  brother  and  his  wife.  In 
the  description  of  the  situation  there  is  no  mention  of  consideration  of 
hospitalization  of  the  psychotic  mother.  For  the  daughter,  it  is,  of  course, 
the  easy  prescription.  It  would  relieve  this  small  family  of  a  terrible  load 
but,  as  the  therapist  indicates,  another  hospitalization  would  have  little  to 
offer  this  young  psychotic  woman.  With  respect  to  the  preservation  of 
family  life,  there  is  intrinsic  in  such  a  human  situation  a  deep  value  conflict. 
Should  the  young  brother  and  his  wife  sacrifice  the  psychotic  member  of 
the  family?  Should  they  relieve  themselves  of  this  burden  through  hospital- 
ization and  pursue  their  own  separate  lives?  Or,  should  they  "care  for  their 
own"? 

There  is  no  easy  answer  for  this  dilemma.  Regardless  of  the  sincerity  of 
the  brother's  feeling  for  the  sick  members  of  his  family,  he  is  impelled  to 
consider  his  personal  interests  and  those  of  his  wife.  Were  they  to  have 
children,  the  burden  would  virtually  be  an  impossible  one.  The  decision  of 
this  young  couple  to  try  to  help  the  psychotic  sister  within  the  family  was 
possible  only  because  they  had  no  children. 

In  this  instance  the  therapist  elected  to  try  to  help  this  young  psychotic 
girl  through  a  form  of  group  treatment  of  the  family.  This  is  a  valiant 
effort  in  the  face  of  almost  insuperable  difficulties.  It  is  praiseworthy  that 
this  family  expresses  its  love  of  the  sick  sister  by  trying  to  live  through 
her  illness  with  her.  Up  to  the  present  there  is  little  precedent  for  the 
attempt  to  treat  a  psychotic  within  the  home  in  a  manner  which  involves 
all  members  of  the  family  in  the  patient's  therapy.  This  is  a  complex  but 
logical  undertaking.  A  patient  becomes  psychotic  within  her  family;  it  is 
appropriate  to  try  to  heal  the  psychotic  illness  within  the  family.  It  is  a 
sorely  needed  level  of  intervention,  but  systematic  research  is  required  to 
determine  the  level  of  its  potential  effectiveness. 

Such  research  is  currently  in  progress  in  some  parts  of  the  country. 
There  is  the  effort  to  treat  schizophrenics  together  with  the  family  group 
within  the  National  Institute  of  Mental  Health.  There  is  also  the  Boston 
Psychiatric  Home  Service  which  endeavors  to  treat  the  relations  of  a  psy- 
chotic person  with  family  members,  at  first  within  the  hospital  while  the 
patient  is  being  prepared  for  discharge,  and  later,  a  continuation  of  the 
group  approach  to  patient  and  family  within  the  home.  One  is  also  re- 
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minded  here  of  Dr.  Querida's  psychiatric  services  within  the  home  in 
Amsterchim,  HoHand.  There  is  also  my  own  research  in  the  problems  of 
the  mental  health  of  the  family.  If  this  level  of  intervention  prf>ves  valid 
and  feasible,  it  holds  the  promise  of  relieving  the  excessive  demand  for  new 
admissions  to  mental  hospitals. 

For  many  years  this  writer  has  been  absorbed  in  exploring  the  possi- 
bilities of  dealing  with  emotional  and  mental  disturbances  tlin;iigh  evalua- 
tion and  therapy  of  family  relationships.  This  is  briefly  called  family  diag- 
nosis and  family  therapy.  Some  aspects  of  this  work  have  been  published  in 
a  variety  of  journals.  A  systematic  presentation  of  the  entire  prfjblem 
appears  in  my  recent  book.^ 

In  this  particular  case  the  prime  value  expressed  bv  the  therapist  is  the 
need  of  the  family  to  value  the  patient,  to  accept,  understand,  and  suppcjrt 
her,  despite  her  psychosis.  He  endeavors  particularly  to  deal  with  the  dis- 
turbed relations  of  the  patient  and  her  brother,  to  provide  opportunitv  for 
catharsis  of  her  wounded,  embittered  emotions.  He  guides  the  brt^ther  in 
ways  of  tolerating  the  patient's  hostile  abuse  so  as  not  to  take  these  insults 
personally.  This  is  all  for  the  purpose  of  making  possible  an  emotional 
reunion  of  sister  and  brother,  a  rediscovery  of  the  old  bond  of  affection 
between  them. 

There  can  be  no  question  as  to  the  appropriateness  of  this  goal.  On  the 
other  hand,  there  are  numerous  pitfalls  due  to  the  enormous  personal  in- 
vestment which  is  required  of  family  members.  Are  they  willing?  Can  they 
really  take  the  psychotic  girl's  abuse?  And  for  how  long?  Can  they  mobilize 
in  themselves  that  larger  capacity  for  loving  which  would  enable  them  to 
patiently  await  the  long  postponed  reward  of  improvement  in  the  patient's 
condition,  and  appreciation  of  her  family?  The  home  is  turned  into  a  nurs- 
ing unit,  a  controlled  therapeutic  environment.  The  islands  of  residual 
health  in  the  patient  must  be  supported  and  nourished.  A  healthier  image 
of  self  needs  to  be  encouraged,  to  restore  self-esteem.  The  emotional  needs 
of  the  patient  must  be  gratified  within  reason.  The  patient's  conflicts  require 
an  avenue  of  expression  within  the  context  of  family  relations  with  the 
eflFort  to  find  workable  solutions.  Finallv,  the  patient's  defenses  against 
anxiety  must  be  understood,  and  the  more  healthy  of  these  must  be  sup- 
ported by  the  family  environment. 

Rudolf  Dreikurs  .  .  . 

This  incident  is  of  interest  because  the  therapist  raises  the  question  of 
"group  therapy"  with  the  whole  family,  or  at  least  with  se\eral  members  of 
the  family  besides  the  patient.  Such  therap^■  with  the  "social  atom"  has 

^  Nathan  W.  Ackerman,  The  Psychodyiwniics  of  Family  Life:  Diagiwsiii  and  Treat- 
ment of  Family  Relationships  (New  York:  Basic  Books.  195S). 
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been  frequently  described.  It  is  a  standard  procedure  with  many  Adlerians. 
Mrs.  Starr-  described  psychodrama  with  the  social  atom  of  the  patient 
which  we  do  almost  routinely.  A.  A.  Low-^  found  discussion  of  the  patient 
with  the  member's  family  in  the  patient's  presence  exceedingly  helpful,  and 
Meiers  devised  a  technique  of  treating  an  inaccessible  patient  through 
members  of  his  family. 

The  dynamic  factors  which  makes  such  an  approach  efiFective  are  mani- 
fold. Naturally,  previous  resentments  disappear  when  the  patient  and  mem- 
bers of  his  family  together  discuss  the  patient's  problems,  and  all  partici- 
pants get  a  better  insight  in  each  other's  problems,  as  far  as  their  relation- 
ship is  concerned.  In  this  sense,  "Understanding  is  forgiving,"  at  least  very 
often. 

The  patient  usually  learns  more  from  interpretation  when  these  are 
not  made  to  him  directly,  but  to  others  in  his  presence. 

In  the  treatment  of  borderline  cases  or  psychotics,  it  seems  to  be  neces- 
sary to  limit  explanations  to  one  basic  and  most  disturbing  aspect  of  the 
patient's  problems.  With  relatives  being  present,  it  is  natural  that  the  ex- 
ploration of  the  patient's  conflicts  and  problems  will  be  limited  and  not 
cover  as  wide  a  range  of  problems  as  individual  sessions  generally  entail. 
This  is  another  reason  why  this  form  of  procedure  may  be  advisable  for  this 
kind  of  patient. 

Fay  Karpf  .  .  . 

We  have  here  a  case  and  incident  which  illustrate  strikingly  the  recent 
tendency  to  regard  the  individual  in  therapy  not  merely  as  an  individual 
basically  in  conflict  with  his  environment,  as  has  very  largely  been  the 
practice  the  past  couple  of  decades,  but  essentially  as  a  family  and  group 
member  in  a  distinctive  sociocultural  setting.  The  case  under  consideration 
is  especially  appropriate  for  illustration  of  this  more  integrated  conception, 
and  the  interesting  manner  in  which  it  is  applied  in  a  novel  "group  therapy" 
approach  in  an  exceptionally  difficult  situation  is  highly  suggestive  of 
promising  new  areas  for  the  extension  of  the  usual  view  of  group  psycho- 
therapy. In  particular,  problems  having  strong  cultural  implications,  which 
have  often  proved  resistant  to  individual  therapy,  offer  promise  of  more 
fruitful  handling  in  terms  of  the  illustrated  experimental  approach. 

In  the  usual  handling  of  such  problems,  the  patient  is  frequently  left 
isolated  and  alienated  from  his  natural  social  contacts  and  controls,  with 
resultant  feelings  of  guilt,  loneliness,  and  worthlessness.  In  the  present  case, 
an  attempt  is  made,  whether  deliberately  or  by  necessity,  to  avoid  these 

2  Adeline  Starr,  "Psychodrama  within  the  Child's  Social  Atom,"  Group  Psycho- 
ther.,  V  ( 1953 ) ,  pp.  222-25. 

3  A.  A.  Low,  Mental  Health  Through  Will  Training  (Boston:  Christopher,  1952). 
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difficulties  by  securing  for  the  patient  cooperative  and  understanding  sup- 
port in  her  own  family  group,  thus  enabling  her  tfj  bridgf;  rnf;rc  rfjnstriic- 
tively  the  immense  gap  between  her  restrictive  cultural  background  and  the 
free  and  easy  life  of  the  American  college  community. 

It  may  be  noted,  incidentally,  that  the  patient's  parents  may  not  have 
had  the  benefit  of  such  easing  of  a  difficult  transition,  and  this  may  well 
have  complicated  their  adjustment  and  their  unhappy  hospital  careers.  Tl)e 
patient  herself  was  likewise  initiated  into  this  destructive  pattern  and  it 
was  only  interrupted  by  the  new  therapeutic  set-up.  It  would  thus  appear 
that,  whatever  the  legalistic  involvements  may  have  been  in  the  situation, 
the  new  treatment  approach  was  a  fortunate  occurrence  for  the  patient. 

Since  at  the  time  of  this  report,  tlie  new  therapeutic  procedure  had  con- 
tinued for  only  one  month,  the  outcome  remained  uncertain  even  though 
the  therapy  seemed  to  be  proceeding  in  a  generally  favorable  direction. 
Accordingly,  the  therapist  asks  for  comments  on  his  approach  and  for  con- 
firming therapeutic  experiences.  This  commentator  can  report  the  experi- 
mental use  in  specially  selected  cases  of  variations  of  the  therapeutic  set-up 
described  and  with  decidedly  satisfactory  results  in  regard  to  (1)  patient 
adjustment,  (2)  cooperation  of  family,  (3)  continuing  therapeutic  efi^ect 
after  formal  therapy  is  terminated.  It  would  seem  worthwhile,  therefore,  to 
explore  further  the  possible  uses  of  likely  family  aids  as  "co-therapists," 
especially  in  the  kind  of  cultural  complicated  situations  illustrated  in  the 
present  case  and  critical  incident. 


David  Riesman  ... 

The  therapist's  procedure  here  seems  to  me  an  exceptionally  ingenious 
combination  of  psychodrama  with  "real"  actors  and  the  use  of  \a\  auxil- 
iaries. Since  the  patient  comes  of  an  ethnic  group  (Polish,  perhaps)  in 
which  virtually  no  understanding  of  therapeutic  goals  and  methods  could 
be  expected,  it  seems  especially  sound  not  to  alienate  her  entirelv  from  her 
background  by  acculturating  her  to  the  therapist  in  lonelv  isolation,  but 
rather  to  try  to  bring  several  members  of  her  group  along  with  her  as  ps\'- 
chotherapeutic  fellow  travellers.  These  fellow  travellers  may  act,  it  seems 
to  me,  as  they  usually  do  in  a  "front"  organization,  namely  to  mediate  be- 
tween the  hard  core  (in  this  case  the  patient)  mid  the  outside  world 
( represented  by  the  therapist ) . 

Incidentally,  the  patient's  reaction  to  shock  therapv  as  a  form  of  punish- 
ment for  worthless  women  such  as  herself  seems  to  me  not  necessarih" 
delusional.  I  have  heard  of  a  state  hospital  in  a  backward  area  where  the 
resident  is  asked  in  the  morning  by  the  \'isiting  brass  "\\'ho  needs  shock 
today?" — that  is,  who  misbehaved?  In  impatient  use  of  shock  in  despair  of 
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milder  measures,  American  culture  seems  to  me  to  have  shown  its  more 
mechanical  and  cavalierly  melioristic  side. 

It  is  interesting  to  me  that  so  very  many  of  these  incidents  involve  be- 
havior by  the  therapist  which  was  more  active  than  his  rules  of  the  game 
had  traditionally  allowed — behavior,  moreover,  which  apart  from  the  rules 
was  inherently  more  risky  both  in  exposing  the  subjectivity  of  the  therapist 
and  in  many  cases  in  endangering  a  routinized  plateau  of  conciliation 
between  therapist  and  patient.  If  we  ask  why  today  therapy  so  often  takes 
much  longer  than  in  the  "classic"  cases  of  Freud  and  his  early  disciples,  one 
factor  is  no  doubt  ( as  I  have  indicated  in  some  of  my  comments )  the  loss 
of  the  original  shock  value  of  verbal  confrontation  with  reality  or  of  an 
acceptance  of  people  in  a  position  of  authority  who  would  previously  have 
denounced  the  patient  for  his  or  her  "bad  thoughts"  and  misbehavior.  It  is 
only  in  the  residual  superstitious  strata  that  one  can  still  find  dramatic 
symptoms  giving  way  to  a  dramatic  cure.  Many  therapists  have  recognized 
this  altered  situation  and  have  pleaded  for  more  active  therapeutic  meas- 
ures ( among  them  Frieda  Fromm-Reichmann,  John  Rosen,  and  the  Gestalt 
therapists ) .  Yet  a  good  deal  of  what  the  sociologists  call  "pluralistic  ignor- 
ance" would  seem  still  to  be  operative  among  therapists  if  they  select  as 
critical  those  incidents  in  which  they  were  markedly  active  and  transcended 
the  limitations  in  which  they  were  schooled.  It  would  not  be  surprising  if 
therapists,  too,  need  group  therapy  in  the  same  sense  that  some  of  their 
patients  do,  namely  to  discover  that  they  have  all  disobeyed  the  rules  and 
can  now  form  a  union  of  sinners. 

I  would  hope  therefore  that  if  a  new  volume  of  this  sort  is  to  be  at- 
tempted, new  problems  on  another  level  will  emerge  in  addition  to  the 
ones  dealt  with  here — problems  in  which  the  aim  of  the  therapist  goes  be- 
yond securing  the  patient's  minimal  adjustment  or  communication  ( and  I 
am  far  from  deprecating  these  aims) — that  is,  where  the  patient,  cured  of 
handicapping  symptoms  and  gross  character  disorders,  can  face  the  ethical 
alternatives,  reflected  in  his  character  structures,  with  which  our  society 
presents  even  its  most  privileged  members.  Here  the  problem  facing  the 
therapists  would  seem  to  me  activity  of  another  sort.  They  would  no  longer 
be  facing  patients  with  minimal  cultural  demands  ( for  alcoholic  sobriety 
in  one  case  or  sexual  restraint  in  another)  but  with  more  complex  valua- 
tional  choices.  Here  ethical  novelties  may  arise  where  it  may  not  be  enough 
either  to  draw  on  the  moral  capital  we  have  all  inherited  which  rules  out 
grossly  destructive  and  self-destructive  behavior  or  even  on  the  general 
mandate  to  the  patient  to  "be  himself"  where  choice  remains  within  the 
range  of  socially  acceptable  behavior  and  is  therefore  free.  To  what  extent 
can  the  therapist  become  an  educator  and  a  moral  guide  ( as  Erich  Fromm 
has  recommended)?  Critical  incidents  in  this  area  would  seem  to  me  to 
present  less  sharp  but  no  less  experimental  dilemmas. 
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Bess  Sondel  .  .  . 

Indirect  metliods  of  therapy  seem  to  me  to  be  justifiable  on  the  grounds 
of  general  acceptanee  of  field  theory  of  personality.  Since  therapeutic 
methods  rely  on  the  communication  process,  J  venture  the  (jpinifjn  that 
where  a  frontal  attack  on  a  problem  may  be  highly  threatening,  indirection 
may  be  the  preferred  means  by  which  to  effect  desired  change  in  behavicjr. 

It  is  conceded  now  that  behavior  is  not  an  isolated  phenomenon.  As 
Dewey  pointed  out  several  decades  ago,  a  habit  is  as  much  a  part  of  the 
environment  as  it  is  a  part  of  the  human  being.  Sometimes  it  is  much  easier 
to  manipulate  the  environment — social  and  physical — than  to  attempt  to 
change  the  structure  of  an  individual. 

There  are  three  ways  of  considering  the  disturbed  personality  in  a  field: 

1.  There  is  the  inner  self. 

In  the  case  of  this  patient,  there  is  fear.  There  is  tension.  There  is  c(^nHict 
without  stabilizing  values.  There  is  disorder. 

How  can  the  therapist  make  order  here? 

The  means  of  the  therapist  are  limited  to  verbal  and  nonverbal  com- 
munication. And  these  may  fall  upon  a  closed  system.*  Messages  from  the 
outside  may,  in  other  words,  effect  little  change  in  the  unstructured  self. 

2.  There  is  the  environment — social  and  physical. 

It  is  in  the  nature  of  things  that  there  are  both  order  and  disorder,  and, 
because  the  patient  is  himself  unstructured,  he  is  incapable  of  distinguish- 
ing between  the  two. 

What  can  the  therapist  do  here? 

It  is  sometimes  possible  for  the  therapist  to  manipulate  the  plnsical 
environment  favorably.  In  this  case,  the  therapist  introduced  aspects  of  the 
relevant  social  environment  to  effect  change  in  his  patient. 

3.  There  is  need  for  the  individual  to  interact  purposively  \\  ith  his 
world. 

Here  the  individual  must  function  constructively  within  the  situation- 
as-a-whole.  For  the  disturbed  patient,  this  is  an  impossible  task.  For  what 
is  required  here  is  that  an  organized  self  engage  in  cross  organization  with 
the  relevant  environment  in  order  to  transform  it  in  the  interest  of  a  pre- 
determined goal.  Cross  organization  is  structured  change.  Cross  organiza- 
tion is  planned  change.  Cross  organization  is  the  use  of  change  in  the  inter- 
est of  purpose.  This  is  growth  that  flourishes  on  continuous  reconstruction 
of  the  purposive  self. 

What  can  the  therapist  do  here? 

4  See  Chades  Morris,  The  Open  Self  (Englewood  Cliffs,  N.J.:  Prentice-Hall.  Inc., 
1948),  and  Kenneth  E.  Boulding,  The  Image  (Ann  Arbor:  The  University  of  Micliii^an 
Press,  1956). 
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In  this  case,  the  therapist  introduced  aspects  of  the  relevant  social  en- 
vironment into  the  therapeutic  situation-as-a-whole.  This  amplified  the 
field.  The  therapist  could  induce  change  in  less  disturbed  individuals  and 
observe  the  effects  of  this  change  on  the  patient,  for  any  change  in  any  one 
aspects  of  a  human  situation-as-a-whole  must  inevitably  change  every 
other  ( sentient )  aspect  of  the  human  situation-as-a-vi^hole.  Observation  of 
changes  may  be  used  as  new  information  by  which  to  evaluate  strategy  and 
correct  procedures.  This  is,  of  course,  the  exercise  of  feedback. 

In  my  opinion,  the  therapist  proceeded  intelligently  because: 

1.  He  introduced  relevant  aspects  of  the  whole  problematical  situation; 

2.  He  was  able  to  observe  the  relationship  between  essential  elements 
of  the  situation-as-a-whole; 

3.  He  was  able  to  observe  possible  causes  of  the  disturbance  of  his 
patient;  and 

4.  He  was  thus  able  to  work  directly  and  indirectly  on  his  patient. 

In  any  behavioral  situation  that  involves  communication,  it  has  been 
my  experience  that  a  disturbed  person  is  helped  automatically  by  the  reali- 
zation that  behavior  is  behavior  within  a  field.  This  seems  to  help  the  indi- 
vidual look  outward — and  not  hopelessly  inward.  This  disperses  guilt.  This 
reinforces  power.  The  individual  is  not  alone.  He  is  but  part  of  his  world. 
He  is  only  one  pole — but  not  a  pawn. 

Field  theory  of  communication  would  seem  to  force  the  therapist  to 
employ  means  that  take  him  beyond  the  inner  life  of  his  patient.^ 


Fredeiuck  C.  Thorne  ... 

There  are  many  very  sick  patients  who  can  be  helped  by  nonmedical 
therapists  particularly  when  conventional  psychiatric  resources  have  been 
exhausted  or  unsuccessful.  The  psychologist  in  this  case  was  wise  to  begin 
with  a  "group  therapy"  situation  until  he  became  reassured  that  the  client's 
mental  status  would  not  deteriorate  and  that  it  was  safe  to  continue.  We 
have  utilized  the  same  device  many  times,  usually  finding  that  "group 
therapy"  may  be  discontinued  in  favor  of  private  individual  therapy  after 
one  or  two  sessions.  There  are  some  dangers  and  disadvantages  in  having 
close  relatives  who  are  intimately  involved  in  the  client's  neurotic  disorder 
as  members  of  the  therapeutic  group.  While  it  may  be  desirable  to  start 
with  a  relative  in  the  room,  perhaps  to  reassure  the  family  or  to  indulge  the 
client  who  cannot  part  with  the  relative  for  a  moment,  usually  more  can  be 
accomplished  by  having  the  group  consist  of  strangers  who  may  have 

5  See  Bess  Sondel,  Communication:  A  Field  Theory  (Chicago:  The  University  of 
Chicago  Press,  1958). 
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similar  problems  but  who  are  not  emotionally  involved  with  the  client. 
While  it  may  be  desirable  to  have  other  family  members  gain  insight 
organically  by  taking  part  in  group  therapy  with  a  cli(;nt,  this  advantage 
may  be  outweighed  in  the  long  run  by  making  pubhc  d(;tails  of  the  chont's 
life  which  might  better  have  remained  private.  While  it  is  desirable  for  the 
therapist  to  protect  himself,  he  should  also  be  secure  enough  to  take  some 
personal  risk  in  assuming  clinical  responsibilities  which  eventually  rnay 
work  out  better  for  the  client.  The  therapist  is  usually  safe  enough  if  he 
insists  on  psychiatric  consultation  and  establishes  a  reputation  among 
medical  colleagues  as  being  "sound." 


Carl  Whitaker  .  .  . 

For  many  years  psychotherapy  has  limited  itself  by  the  tradition  of  a 
one-to-one  relationship,  actually  set  up  as  a  research  method.  The  fact  that 
a  family  has  grown  up  together  indicates  the  depth  of  their  mutual  afiFective 
investment  in  each  other.  To  say  that  hostility  is  strong  between  the  mem- 
bers and  affection  merely  available  contradicts  our  knowledge  of  dynamics. 
They  are  equal.  The  problem  is:  How  can  we  best  help  the  patient  develop 
a  capacity  to  function  interpersonally  in  such  a  way  that  she  can  fit  into  her 
social  structure? 

In  this  situation  the  social  structure  is  culturally  and  psychologically 
sick.  Naming  the  members  of  the  family  subculture  as  "co-therapists"  seems 
a  less  accurate  term  than  "group  therapy  of  the  family."  Midelfort"'  uses 
members  of  the  family  as  co-therapists.  He  takes  the  most  usable  family 
member  as  nurse  to  the  patient  and  the  most  communicable  family  member 
as  translator.  The  latter  is  usually  a  child  and  is  in  on  each  interview. 

Our  group  has  done  work  with  couples  on  a  somewhat  similar  basis  and 
with  cases  as  severe  as  the  one  reported.  Some  of  this  work  has  been  done 
with  two  therapists  and  some  with  one.  In  a  few  cases  t\\'o  therapists  have 
treated  the  entire  family  consisting  of  from  four  to  six  members.  The 
process  of  therapy  seems  quite  solid  in  many  of  these  couples  and  families 
and  fairly  clear  of  transference  and  countertransference  complications.  The 
structural  planning  for  therapy  seems  well  done  in  this  case.  Family  solidit)- 
will  help,  and  the  therapist  can  now  keep  the  new  family  from  reopening 
the  illness. 

The  homeostatic  stability  of  the  family  group  is  usable.  Instead  of 
merely  saying,  "The  family  made  him  sick,"  we  say,  "the  family  made  him 
sick,  and  the  family  also  kept  him  functional  until  last  week  when  he  w  ent 
psychotic."  We  wonder  if  the  family  group  is  not  easier  to  change  than 

6  Christian  F.  Midelfort,  The  Family  in  Pstjclwtherapy  (New  York:  McGraw-Hill 
Book  Co.,  Inc.,  1957). 
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the  psychological  unit,  just  as  the  psychological  unit  is  easier  to  change 
than  the  physiological.  We  plan  for  six  months  of  weekly  interviews  with 
the  family  group.  This  should  then  eventuate  in  individual  psychotherapy 
for  the  patient  while  the  family  or  some  other  member  may  return  for  an 
occasional  joint  session.  We  have  on  occasion  tried  using  a  third  staff 
person  for  the  individual  therapy,  but  this  does  not  seem  necessary. 


'What  Are 
You  Hid'mgl 


ff 
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History 


A  woman  in  her  middle  forties  consulted  me  with  the  following 
complaints: 

1.  She  always  feels  depressed. 

2.  She  cannot  enjoy  life  at  all. 

3.  She  has  "awful"  thoughts. 

About  the  last  one,  it  seems  that  when  she  sees  a  sharp  instrument, 
such  as  a  scissors,  she  feels  an  urge  to  kill  her  \  oungest  child,  a  girl  of 
ten.  She  is  appalled  by  these  horrible  thoughts. 

During  exploratory  discussions,  it  turns  out  that  for  the  last  se\- 
eral  years,  sexual  relations  with  her  husband  ha\e  been  relati\ ely  in- 
frequent and  usually  unsatisfactory.  She  states  repeatedly  she  neither 
misses  sex  nor  is  unhapp)^  about  the  low  frequency  of  mutual  satisfac- 
tion. She  claims  never  to  have  had  extra-  or  pre-marital  relations,  nor 
any  such  thoughts. 
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Incident 

After  two  months  of  therapy,  during  which  period  the  patient  un- 
ceasingly complained  of  severe  emotional  distress,  which  seemed  al- 
most apparent  in  her  appearance,  and  after  a  good  relationship  with 
the  therapist  was  firmly  established,  the  therapist  asked  point-blank 
whether  or  not  there  was  something  in  her  life  she  had  concealed, 
which  might  disturb  her.  The  reason  for  this  request  was  the  follow- 
ing: the  patient  gave  the  impression  of  being  a  perfectionist  and  was 
extremely  concerned  with  propriety  and  goodness,  and  never  re- 
vealed anything  derogatory  about  herself.  The  therapist  believed 
that  the  patient  was  consciously  withholding  something— probably  a 
sexual  affair — which  might  have  been  related  to  her  homicidal  im- 
pulses. The  patient  denied,  with  great  aflFectation  of  sincerity,  any- 
thing w^iatsoever  of  any  importance.  The  therapist  did  not  accept  this 
statement  and  insisted  to  the  patient  that  there  must  be  something  she 
was  withholding  which  she  just  had  to  reveal.  The  therapist  made  it 
very  clear  that  "This  is  your  opportunity  to  get  well;  now  is  your 
chance." 

Finally,  reluctantly,  the  patient  admitted  that  there  was  some- 
thing in  her  life,  so  shameful  that  she  could  not  possibly  discuss  it.  For 
three  interviews  the  content  was  whether  or  not  the  patient  would 
confess  her  sin.  Finally,  she  told  the  following:  at  the  age  of  six  she 
had  been  induced  by  another  little  girl  to  permit  a  dog  to  perform 
cunnilingus  on  her.  On  and  off  throughout  her  life  she  had  practiced 
this  perverted  behavior,  even  after  marriage,  although  she  did  deny 
recent  practice. 

Immediately  after  these  disclosures  the  patient  obtained  evident 
relief  from  her  depression.  Besides,  she  showed  a  change  of  attitude 
from  a  somewhat  skeptical  pose  to  one  of  reasonableness  and  was  able 
to  accept  the  fact  that  her  feelings  of  guilt  for  her  perverted  prac- 
tices had  generated  these  obsessions  toward  her  daughter.  It  was  ex- 
plained that  others  also  have  committed  sinful  actions  but  are  never- 
theless able  to  accept  themselves.  The  obsessive  homocidal  feelings 
subsided  slowly.  Therapy  is  still  going  on,  but  on  a  more  satisfactory 
basis. 

Discussion 

The  therapist  reasoned  somewhat  as  follows :  This  woman  who  is 
suflFering  considerably  both  from  general  depression  and  obsessive 
thoughts  should  be  given  immediate  relief  if  possible.  She  is  very 
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compulsive,  a  self-protecting  kind  of  individual,  and  doubtless!),  it 
the  therapy  ever  will  be  successful  in  helping  Jier,  she  must  be  able  to 
reveal  certain  guilt  feelings,  which  must  be  behind  these  two  main- 
festations  of  her  sickness.  After  two  months,  there  was  no  sign  of  anv 
softening  of  her  wall  of  self-protection,  and  tlie  therapist  felt:  Maybe 
she  will  never  get  tlie  courage  to  be  honest  with  herself  and  me. 
Should  one  then,  in  tlie  classical  manner  of  a  nonintervening  therapist, 
permit  this  individual  to  go  on  perhaps  for  years,  perhaps  getting 
worse  as  the  pressure  strengthens,  denying  her  guilt?  But  was  there 
really  something  bothering  her  of  whicli  she  was  aware  and  whieli 
was  causing  these  symptoms?  Would  forcing  Jier  to  speak  al)Out  mat- 
ters that  she  did  not  want  to,  help  her?  The  therapist  gambled  that 
there  must  be  something,  and  that  disclosure  would  help  the  imme- 
diate symptoms  and  permit  the  therapv  to  proceed  more  rapidK'; 
Consequently,  convinced  that  there  must  be  something,  the  therapist 
did  push  and  did  insist  until  finally  the  disclosure  came  out. 

It  seems  to  me  that  the  issue  is  one  that  involves  ethics  and  values 
rather  than  technique  or  theory:  How  important  is  distress?  Is  it  man- 
datory for  a  physician  to  reduce  suffering  at  tlie  expense  of  theor\? 
Do  apparently  successful  results  justify  unusual  procedures?  Had 
things  turned  out  differently  (that  is,  suppose  the  patient  had  left 
therapy),  would  my  approach  still  have  been  justified  when  I  felt 
morally  certain  that  she  was  withholding  something? 

Rudolf  Dreikurs  .  .  . 

Here  we  have  another  example  of  a  psychological  shock  treatment. 
Many  of  Freud's  early  analytic  eflForts  brought  results  through  the  use  of  the 
discovery  of  a  traumatic  event,  a  discovery  usually  experienced  as  a  sliock. 
One  must  keep  in  mind  that  the  therapist's  abilitv  to  shock  the  patient  is 
often  the  first  attempt  on  his  part  to  make  an  impression  on  the  patient.  The 
prevalent  passivity  and  permissiveness  is  pleasantly  interrupted  when  the 
therapist  suddenly  moves  into  action. 

Here  we  see  a  patient  unceasingly  complaining  for  two  months.  One 
can  easily  assume  that  the  patient  got  fed  up  with  the  procedure  in  which 
the  therapist  had  nothing  more  to  offer  than  to  listen.  After  all,  the  patient 
was  disturbed  and  wanted  help.  Now  the  therapist  thought  that  he  hud  a 
good  idea  when  he  assumed  that  the  patient  withheld  something.  Any 
patient  who  is  given  free  reign  in  talking  will  only  tell  what  she  wants  to 
tell,  and  not  necessarily  what  is  going  on  within  her.  Even  free  association, 
supposed  to  get  to  the  depths  of  the  unconscious,  does  not  necessiirily 
induce  the  patient  to  bring  forth  what  really  bothers  her.  Tliis  is  dien  called 
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resistance,  which  does  not  change  the  patient's  reluctance  or  determination. 

Here  the  therapist  became  insistent.  And  after  he  got  the  "confession"  of 
the  sex  relationship  with  a  dog,  everything  seems  to  proceed  well,  as  if 
this  confession  would  really  form  the  turning  point. 

It  is  quite  obvious  what  happened  in  the  therapeutic  procedure.  The 
patient  apparently  was  convinced  that  she  was  no  good.  A  proper  analysis 
of  her  life  style  and  of  her  present  field  of  action  could  have  easily  brought 
out  these  facts  and  o£Fered  sufficient  basis  for  a  discussion  which  may  have 
led  to  a  reconsideration  of  the  patient's  attitudes  and  convictions.  But  since 
such  an  educational  procedure  was  apparently  not  attempted,  it  needed 
some  other  drastic  experience  to  prompt  a  change  in  the  patient. 

We  have  no  evidence  whatsoever  for  the  therapist's  assumption  that 
"her  feelings  of  guilt  for  her  perverted  practices  had  generated  these  ob- 
sessions toward  her  daughter."  It  seems  rather  that  the  practices  and  the 
ensuing  guilt  feelings  as  well  as  the  obsessions  are  concommitent  symptoms 
of  the  same  basic  problem,  namely,  her  conviction  that  she  is  no  good.  The 
therapist  by  his  calm  and  undisturbed  acceptance  of  her  sinful  deeds 
apparently  helped  her  toward  an  assumption  that  perhaps  she  was  not  as 
bad  as  she  thought  she  was.  All  the  theoretical  questions  which  the  thera- 
pist raises  seem  to  have,  therefore,  no  connection  with  the  incident  which 
he  reported.  Where  morals  and  values  enter  the  picture  is  hard  to  detect, 
unless  it  is  the  withholding  of  moral  judgment  exhibited  by  the  therapist, 
which,  however,  is  essential  for  any  therapy. 

For  this  reason,  we  cannot  accept  either  that  his  insistance  was  for  the 
purposes  of  "immediate  relief."  It  was  rather  his  technique — and  a  not  very 
skillful  one  for  this — to  get  deeper  into  the  problems  of  the  patient,  at  least 
as  she  experienced  them.  Had  he  been  able  to  win  her  confidence  and  in- 
duce her  to  open  up  more,  he  would  not  have  needed  such  a  shock  treat- 
ment. Her  "wall  of  self -protection "  should  not  have  stopped  the  therapist 
in  his  therapeutic  effectiveness  had  he  known  how  to  deal  with  it  more  ade- 
quately. After  all,  don't  most  patients  have  a  reluctance  to  show  the  thera- 
pist how  bad  they  really  are,  while  at  the  same  time  trying  to  convince  him 
that  they  are  utterly  bad  and  hopeless? 

This  example  shows  the  same  deficiency  in  psychological  procedures, 
once  the  trained  and  indoctrinated  form  of  therapy  proves  inadequate. 
Such  shock  procedures  are  clumsy,  in  bad  taste,  and  mostly  cruel.  In  almost 
every  case  they  are  unnecessary.  The  therapist  should  know  better  ways  of 
helping  the  patient  to  open  up  and  to  reveal  himself. 

Albert  Ellis  .  .  . 

This  incident  gives  us  another  good  example  of  how  active  intervention 
on  the  part  of  a  courageous  and  competent  therapist  may  lead  to  excellent 
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results,  wlicre  a  more  passive  technicjuo  of  psychotherapy  might  well  have 
missed  the  boat  entirely,  or  at  best  achievcfl  results  after  rrmcli  rifefllcss 
suffering  on  the  part  of  the  patient. 

I  am  reminded  by  tliis  incident  of  a  similar  case  of  niy  own.  I  was  seeing 
a  highly  intelligent  teacher  who  had  urinary  and  defecatory  symptoms 
which  seemed  to  be  closely  related  to  her  sexual  problems,  but  she  was 
loathe  to  discuss  sexual  issues  and,  in  spite  of  my  probing,  she  remained 
quite  vague  in  this  connection.  She  particularly  insisted  that  she  had  never 
masturbated  nor  had  any  problem  in  relation  to  masturbation.  I  was  most 
doubtful  about  this,  but  could  not  get  any  additional  information  with 
repeated  questioning. 

Feeling  that  she  was  definitely  resisting,  I  determined  to  make  an  even 
more  concerted  frontal  attack  on  her  masturbatory  feelings  and  actions. 
In  spite  of  her  insistence  that  she  had  never  masturbated,  I  forced  the  issue 
and  asked  her  if  she  knew  what  masturbation  consisted  of  in  females.  She 
looked  confused,  so  I  said:  "Masturbation  in  females  is  not  usually  like  it  is 
commonly  supposed  to  be  in  so-called  dirty  jokes  or  conversational  in- 
nuendo. Do  you  know  how  it's  actually  done?"  She  became  quite  flustered 
and  finally  blurted  out:  "Well,  I've  never  used  a  candle,  or  anything  like 
that."  "No  doubt  you  haven't,"  I  persisted,  "but  masturbation  in  females 
very  rarely  consists  of  using  a  candle  or  anything  like  that.  What  it  does 
consist  of  is  utilizing  some  kind  of  friction,  such  as  manual  friction,  on  the 
external  sex  organs  or  the  clitoris.  Have  you  ever  done  anything  like  that? 
I'm  sure  you  must  have,  since  almost  all  girls  do  at  one  time  or  another. 
Maybe  you  pressed  your  legs  together,  or  rubbed  up  against  desks,  or  did 
things  along  that  line.  Can't  you  remember  now?" 

My  patient  suddenly  blushed  furiously  and  became  completely  mute 
for  almost  ten  minutes.  After  that,  slowly,  and  at  my  continued  persistence, 
she  indicated  that  she  had  been  masturbating  for  years.  It  was  then  easy 
to  show  her  that  she  had  doubtlessly  known  all  along  what  she  had  been 
doing,  but  had  refused  to  acknowledge  this  fact  by  pretending  that  mastur- 
bation consisted  only  of  inserting  objects  into  the  vagina.  This  meant  that 
she  must  have  been  exceptionally  guiltv  about  continuing  to  masturbate; 
and  her  guilt  was,  at  least  in  part,  causing  her  defecatorv  and  urinar\' 
symptoms.  The  patient  quickly  acknowledged  this  and  began  to  impro\"e 
considerably,  whereas  previously  we  had  been  able  to  effect  \irtuall\'  no 
movement. 

It  seems  to  me,  therefore,  that  the  therapist  in  this  critical  incident  has 
done  a  fine  job  of  forcing  the  issue  and  helping  his  patient  overcome  her 
sexual  and  general  blocking.  The  one  point  on  which  I  disagree  with  him 
is  his  feeling  that  the  issue  in  question  is  one  that  in\ ohes  ethics  luid  \alues 
rather  than  technique  or  theory.  I  see  little  or  no  question  of  ethics  in  this 
particular  instance,  because  it  seems  to  me  evident  that  the  patient's  dis- 
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tress  is  most  important  and  that  it  is  definitely  mandatory  for  a  psychothera- 
pist to  reduce  human  suflFering  at  the  expense  of  theory.  Otherwise,  he 
should  remain  a  theoretician  and  not  a  practicing  therapist. 

The  real  question  is,  however:  Assuming  that  the  therapist's  primary 
aim  is  that  of  reducing  his  patient's  distress,  should  he,  in  any  given  case, 
try  to  reduce  it  as  quickly  as  possible,  and  sometimes  risk  immediate  but 
superficial  "cure;"  or  should  he,  instead,  concentrate  on  the  deepest  and 
most  thoroughgoing  type  of  "cure,"  even  if  this  sometimes  means  leaving 
the  patient  temporarily  in  distress?  This,  it  seems  to  me,  is  a  matter  of  tech- 
nique rather  than  ethics.  My  own  feeling  is  that,  if  it  were  a  matter  of 
choice  here,  the  choice  should  usually,  though  not  always,  be  settled  in 
favor  of  effecting  a  deep-seated  instead  of  a  quick  improvement.  Actually, 
however,  I  believe  that  in  most  instances  getting  at  the  patient's  main 
problem  as  quickly  as  possible,  and  hence  reducing  his  anxiety  and  tension, 
is  the  best  possible,  and  often  the  only,  method  of  achieving  the  most  sig- 
nificant and  lasting  forms  of  improvement. 

In  other  words,  I  do  not  feel  that  quick  "cures"  are  necessarily  super- 
ficial ones;  but,  on  the  contrary,  that  real  improvement  almost  always  fol- 
lows the  alleviation  of  painful  symptoms  and  is  often  never  achieved  with- 
out such  alleviation.  Some  of  the  most  profound  "cures"  I  have  seen  in  my 
patient  have  been  achieved  very  quickly;  while  many  of  my  patients  who 
are  very  slowly  improved  never  reach  the  highest  degree  of  integration  and 
improvement. 

I  am  consequently  all  in  favor  of  getting  to  the  heart  of  the  patient's 
problems  and  symptomatology  as  quickly  as  possible,  and  of  reducing  his 
distress  to  a  maximum  degree  in  a  minimum  period  of  time.  Occasionally,  I 
find  this  procedure  contraindicated,  as  some  patients  will  quit  therapy  as 
soon  as  their  presenting  symptoms  are  ameliorated.  But  in  the  great  major- 
ity of  cases,  relief  of  distress  leads  to  a  desire  for  permanent  relief,  and  often 
is  the  only  possible  entree  into  profound  personality  reorganization.  This 
is  one  of  the  main  reasons  why  I  find  that  highly  active  procedures,  such  as 
that  employed  in  this  critical  incident,  are  often  most  beneficial  and  prac- 
tical. 


Iago  Galdston  ... 

Perhaps  the  best  way  to  initiate  comment  on  this  so-called  critical  inci- 
dent is  to  consider  the  statement  of  "the  issue"  advanced  by  the  therapist. 

He  affirms  that  the  issue  is  one  that  involves  "ethics  and  values  rather 
than  technique  or  theory."  What  is  the  ethics  involved  in  this  case?  Seem- 
ingly, whether  or  not  it  is  mandatory  for  a  physician  to  reduce  suffering  at 
the  expense  of  theory.  Again,  he  inquires,  does  success  justify  unorthodox 
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procedures?  Finally,  he  asks,  suppose  that  he  had  failed  because  of  his 
procedure,  equating  failure  to  the  patient's  leaving  therapy. 

The  therapist's  problem  in  ethics  seemingly  reduc(;s  to  this!  Is  it  ethical 
to  violate  theory  to  achieve  effective  results?  Surely  th(;re  is  no  other  ethics 
involved.  Palpably  then  the  therapist  is  cowed  by  "techniques  and  theory." 
Let  us  treat  his  (jueries  in  detail. 

He  asked:  "How  important  is  distress?"  It  is  v(!ry  important.  It  is  that 
intrapsychic  state  which  makes  the  patient  aware  that  all  is  not  well  and 
that  brings  him  under  therapy. 

It  was  taught  by  some  of  the  older  analysts,  Freud  and  Ferenc/i,  that  it 
was  not  wise  to  relieve  a  patient's  distress  before  he  gained  insight.  And 
yet,  if  the  distress  is  overwhelming,  it  must,  of  course,  be  alleviated  or  else 
the  patient  is  too  disrupted  to  be  available  for  therapy. 

"Is  it  mandatory  for  a  physician  to  reduce  suffering  at  the  expense  of 
theory?"  It  is  mandatory  in  the  ultimate  sense  that  a  physician  reduces 
suffering  "or  what's  a  heaven  for?"  But  the  judicious  physician,  one  who  is 
wise  in  the  ways  of  therapy,  will  not  reduce  suffering  at  the  expense  of  any- 
thing if  suffering  is  contributory  to  the  ultimate  and  fundamental  recovery 
of  the  patient.  As  an  aside:  "at  the  expense  of  theory"  is  in  effect  a  meaning- 
less phrase.  Again,  "apparently  successful  results"  justify  nothing  unless 
the  appearances  turn  out  to  be  valid,  sound,  and  enduring. 

One  comment  on  the  final  query  of  the  therapist:  would  his  approach 
still  have  been  justified  had  things  turned  out  differently?  The  answer  is 
simple:  if,  as  Cromwell  said,  "by  the  bowels  of  Christ"  the  therapist  thought 
himself  to  be  right,  then  he  was  right,  come  hell  or  brimstone. 

Now  as  to  the  case.  The  "infraction"  of  the  therapist  was  only  the  begin- 
ning and  not  the  end.  That  he  broke  through  by  his  confrontation  of  the 
patient  was  all  to  the  good.  And  that  it  led  her  to  "confess  her  sin"  was  the 
"payoff."  That  she  was  able  to  accept  her  feelings  of  guilt  in  her  perverse 
practices  cleared  some  of  the  obstacles  in  the  way  to  self-acceptance  and 
interpersonal  relations.  All  this,  however,  does  not  quite  explain  her  ob- 
session, and,  more  crucially,  none  of  this  dynamically  explains  why  this 
woman  persisted  in  her  perverted  behavior  for  so  many  years  after  her 
marriage.  In  other  words,  in  the  humble  opinion  of  this  commentator,  the 
crux  of  the  case  lies  not  in  her  secrecy  about  her  original  sin,  but  rather  in 
the  dynamics  of  her  persistent  pursuit  of  the  perxerted  practices,  and  her 
rejection  of  the  normal  heterosexual  satisfaction  nominally  available  to  her 
in  marriage. 

Vincent  Herr  .  .  . 

The  middle-aged  lady  in  this  case  presents  a  fairly  clear  pictiu-e  of 
exaggerated  perfectionism  resulting  in  obsessive  compulsions.  One  might 
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even  argue  that  the  motive  for  the  extreme  goodness-tendency  might  have 
been  partially  or  wholly  unrecognized  and  that  it  really  was  a  need  or 
desire  to  make  amends  for  some  subjectively  evaluated  wrong-doing. 

Before  commenting  on  the  "ethical"  issues  that  might  be  involved,  with 
regard  to  forcing  a  confession  from  the  client,  this  writer  would  like  more 
information  on  the  following  points : 

1.  Did  the  lady,  perhaps,  remember  too  vaguely  at  the  start  of  the 
treatment  just  what  the  circumstances  of  the  childhood  incident  were? 
Perhaps,  as  often  happens,  she  remembered  only  that  it  was  very  "disgrace- 
ful"? If  so,  then  the  fixation  or  return  to  the  evil  practice  in  the  later  years 
only  served  to  add  to  her  confusion,  as  to  the  real  amount  of  guilt  which 
she  experienced  in  the  initial  childhood  performance.  If  she  had  been  really 
induced  by  others  to  perform  the  first  act  and  excused  herself  on  this  ac- 
count, then  she  probably  excused  subsequent  acts  on  the  same  basis — 
somehow  feeling  that  she  was  not  to  blame  for  the  abnormal  behavior — 
yet  sensing  all  along  that  it  might  be  interfering  with  the  pursuit  of  normal 
outlets.  This  case  is  a  familiar  one  for  confessors,  and  leads  to  interesting 
forms  of  "conscience"  which  it  would  be  too  tedious  to  relate  here.  But  this 
vague  recollection  of  "guilty-not-guilty"  serves  to  confuse  many  a  doer-of- 
what-might-otherwise-be-considered  the  very  good  and  perfect.  Yet  the 
person  or  client  actually  never  fully  knows  whether  it  is  right  or  not,  in  cer- 
tain areas  of  behavior.  As  treatment  went  on,  we  suggest,  not  that  the 
person  began  to  accept  herself  as  a  wrong-doer,  but  that  rather  she  ac- 
cepted the  fact  that  she  would  never  know  (or  care  much)  whether  the 
childhood  incident  was  a  sin  or  not. 

2.  It  might  be  asked  whether  the  woman  was  "unhappy"  in  her  married 
life  precisely  because  of  the  "guilt"  or  because  she  ( as  a  consequence  of  the 
confusion )  never  related  with  people  generally  in  a  healthy  way?  The  more 
she  became  at  odds  with  people  the  more  inadequate  she  became  generally, 
and  realizing  this  she  set  up  a  whole  series  of  compensating  mechanisms, 
such  as  the  extreme  striving  after  perfection  and  goodness  on  the  surface. 

3.  It  struck  the  present  writer  as  very  significant  that  the  homicidal  feel- 
ings should  have  been  directed  toward  the  youngest  daughter.  This  feeling 
was  probably  a  sign  of  her  deeper  feelings  that  this  was  her  last  chance  to 
save  another  person  ( image  of  her  former  self )  from  a  like  misfortune,  from 
being  seduced  into  similar  malpractices.  Such  displaced  feelings  often  crop 
up  in  dealing  with  people  who  are  perfectionists,  and  confessors  sometimes 
at  least  learn  to  recognize  them  for  what  they  are.  Just  why  they  should  lead 
to  such  extreme  forms  of  behavior  as  "killing"  or  being  impelled  to  "kill" 
the  one  who  is  to  be  protected  from  evil  might  baffle  the  analyst  as  well  as 
the  confessor,  but  it  certainly  shows  the  plausibility  of  the  account  given 
above,  namely  that  the  client  is  on  shaky  ground  with  regard  to  her  own 
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"responsible"  acts  generally,  not  knowing  what  really  is  or  really  is  not  rij/lit 
or  wrong  for  her. 

The  therapist  deserves  highest  praise  for  wliat  is  called  "forcing"  the 
confession.  This  writer  has  found  no  law  or  principle  which  would  prevent 
counselors  and  therapists  from  ever  acting  in  a  very  directive  manner.  What 
if  the  client  had  discontinued  treatment  after  refusing  to  confess?  Surelv 
one  of  two  things  could  have  happened — the  experienc(;  of  confessors  is 
generally  that  the  person  will  come  back  later  or  will  find  someone  else  to 
whom  to  confess;  or,  as  in  the  cases  related  in  the  literature,  it  might  be 
supposed  that  the  confession  never  would  be  made  and  that  a  life  oi  suffer- 
ing would  be  the  lot  of  the  patient.  Whenever  the  confession  is  made  to  a 
competent  and  trusted  friend,  the  result  seems  to  be  the  same — namely, 
release  from  distress  and  tension,  and  a  gradual  return  to  better  human  re- 
lations generally. 

Obviously  a  priest-counselor  could  expatiate  upon  this  case,  but  the 
present  writer  cannot  help  thinking  of  an  old  adage  in  medicine:  cure  like 
with  like.  This  patient  most  probably  was  led  into  her  present  difficulties 
because  she  thought  she  had  been  "forced"  into  the  original  act.  The  thera- 
pist in  the  case  also  used  a  sort  of  "force,"  knowing  that  the  patient  was  not 
too  clear  in  her  own  mind  about  the  difference  between  being  induced  to 
act  by  outside  forces,  and  deliberately  accepting  herself  and  her  acts  with  a 
feeling  of  true  responsibility  for  some  of  them  at  least.  It  is  also  likelv  that 
a  rather  prolonged  period  of  patient  treatment  will  usually  be  needed,  in 
order  to  re-educate  a  person  in  this  matter  of  distinguishing  between  "ac- 
cepting an  act  as  his  own,"  and  just  drifting  along  with  circumstances.  If 
the  recent  Vienna  School  has  a  quicker  way  to  produce  this  effect,  priests 
and  priest-counselors  would  be  most  willing  to  give  it  a  try. 

O.  Hob  ART  MowRER  .  .  . 

The  material  here  reported  reminds  one  of  Freud's  papers,  "AnaKsis 
terminable  and  interminable,"^  in  which  he  asked  whether  or  not  there  was 
any  conceivable  means  by  which  analysis,  which  is  usualh-  "a  lengthy  busi- 
ness," might  be  "shortened,"  or  "speeded  up."  He  tells  of  some  of  the  ex- 
pedients undertaken  both  by  himself  and  by  others,  without  success;  and 
then,  brave  man  that  he  was,  he  even  goes  on  to  comment  on  the  disappoint- 
ing frequency  with  which  apparently  full-length  anahsis  fails  to  gi\e 
permanently  satisfactory  results.  One  cannot  escape  the  feeling  that  the 
author  of  the  present  report  is  coming  straight  to  the  heart  of  at  least  one  of 
the  common  causes  of  both  the  discouragingly  protracted  imd,  e\en  then, 
often  unproductive  nature  of  analysis. 

1  Sigmimd  Freud,  Collected  Papers  ( London :  Hogarth  Press,  1950 ) ,  \'ol.  \'. 
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Although  the  therapist  expresses  a  becoming  uncertainty  about  the 
justifiabihty  of  the  procedure  followed  in  this  case,  it  is  noteworthy  that 
there  was  apparently  no  thought  in  his  mind  about  an  excessively  severe 
superego  or  false  guilt.  Instead,  he  acted  squarely  upon  the  assumption 
that  this  woman  had  done  something  really  wrong  and  was  continuing 
to  conceal  it.  The  reported  sequence  of  events  fully  supported  this  premise 
and  justified  the  therapeutic  approach  dictated  thereby. 

How  many  months  or  years  of  suflFering  were  bypassed  by  this  bold 
stroke  can  only  be  guessed;  but  the  gain,  in  this  respect,  however  substan- 
tial, carries  a  sobering  implication.  The  whole  procedure  reminds  one  of 
religious  confession,  with  the  perhaps  disquieting  intimation  that  the  secu- 
lar— and  avowedly  scientific — approach  to  such  matters  may  be  in  the 
process  of  self-liquidation. 

What  one  misses  in  the  present  report,  following  the  dramatic  con- 
fession, is  any  suggestion  of  what  steps  were  taken  to  help  the  patient  re- 
pair the  loss  of  self-esteem  which  the  confession  presumably  entailed.  It 
is  true,  of  course,  that  she  could  now  think  of  herself  as  a  more  honest  per- 
son than  she  had  previously  been;  but  her  sexually  perverse  behavior  was 
also  now  more  of  a  reality,  in  one  sense,  than  it  was  prior  to  its  admission. 
Can  it  be  that  one  of  the  next  steps  in  secular  therapy  will  be  the  institution 
of  penance  and  good  works?  The  present  report  says  that  the  patient, 
despite  the  relief  experienced  following  the  confession,  is  still  in  therapy. 
Who  knows  but  that,  by  an  appropriate  program  of  redemptive  action,  an- 
other major  shortcut  might  not  also  be  achieved?  Indirect  reports  indicate 
that  at  the  Menninger  Foundation,  in  Topeka,  depressed  patients  are  some- 
times given  "menial,"  but  useful,  tasks  to  do  on  the  assumption  that  their 
guilt  can  be  thus  expiated  more  rapidly  and  more  realistically  than  by  self- 
administered  psychological  suffering.^  Also,  Scher^  and  Peffer  et  al.^  have 
recently  reported  on  the  therapeutic  value  of  meaningful,  socially  valued 
work  in  schizophrenia.  Perhaps  a  synthesis  between  two  long-discordant 
approaches  is  in  the  making  here. 

Carl  Rogers  .  .  . 

As  I  read  the  account  of  this  incident,  I  realize  that  I  would  have 
handled  it  in  a  somewhat  difiFerent  fashion.  Let  me  assume  that  the  back- 
ground events  in  therapy  have  been  as  described  in  this  incident.  I  have 
had  a  very  distressed  client  who  for  two  months  or  more  has  never  said  any- 

2  H.  Whitman,  "Keeping  Our  Sanity,"  Weekend  Magazine,  VII  ( 1957),  2  ff. 

3  J.  M.  Scher,  "Schizoplirenia  and  Task  Orientation:  An  Experimental  Study  of  a 
Structured  Ward  Setting,"  AM  A  Arch.  Neurol.  Psijchiat.  ( 1957). 

4  P.  A.  Peffer,  et  al.,  "Member-Employee  Program— A  New  Approach  to  the  Re- 
habihtation  of  the  Chronic  Mental  Patient,"  mimeographed,  V.  A.  Hospital,  Brockton, 
Massachusetts  (1957). 
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thing  negative  in  regard  to  herself.  If  this  oeeurred,  I  am  sure  tliat  \\ic 
feehng  would  arise  in  me  that  she  was  not  talking  about  the  things  that 
really  disturbed  her.  If  and  when  sueh  feelings  oeeur  in  me  and  are  strong 
enough  to  begin  to  interfere  with  my  listening  t(}  and  understanding  th(; 
chent,  then  I  voiee  them. 

The  point  where  1  would  differ  with  this  therapist  is  that  I  see  no  ad- 
vantages in  making  a  statement  about  this  other  person.  When  I  made  a 
statement  about  another  person,  it  ean  only  be  something  wliich  I  suspoct 
is  true,  but  whieh  I  cannot  possibly  know.  For  me  to  tell  another  person 
"You  are  withholding  something  from  me,"  is  offensive  to  me.  It  seems  to 
imply  a  God-like  omniscience  which  I  do  not  feel.  I  am  saying  something 
which  I  cannot  know  to  be  a  fact,  and  hence  it  involves  a  certain  amount  of 
falsehood.  All  that  I  know  to  be  fact  is  what  I  know  to  be  true  in  me.  Conse- 
fjuently,  in  a  situation  of  this  kind,  it  is  c|uite  likely  that  I  might  tell  my 
client  something  of  this  sort:  "I  find  myself  hardly  able  to  listen  to  what 
you're  saying  because  I  find  myself  feeling  that  this  isn't  all,  that  the  im- 
portant things  are  not  being  said."  When  I  put  it  this  way,  simply  voicing 
my  own  feelings,  it  leaves  the  client  entirely  free  to  take  whatever  stand  or 
hold  whatever  attitude  she  wishes.  From  the  picture  given  of  this  client, 
she  would  probably  have  replied  that  she  was  telling  me  all.  I  would  quite 
genuinely  be  willing  to  accept  this  as  her  attitude,  but  if  at  a  later  time  the 
same  feeling  arose  again  in  me,  I  would  again  express  it.  I  am  sure  that  in 
the  long  run  she  would  come  to  express  her  own  fear  and  reluctance  to 
share  her  painful  past  experiences,  and  to  express  her  feelings  about  these 
experiences.  I  like  my  way  of  handling  it  because  then  I  can  feel  completely 
real  in  the  relationship  at  all  points.  I  do  not  feel  that  I  have  been  playing  a 
role  or  expressing  something  that  is  slightly  false. 

To  reveal  such  feelings  in  a  relationship  is  not  a  "gimmick"  on  the  part 
of  the  therapist,  and  I  am  sure  that  what  I  am  saying  can  easily  be  mis- 
understood or  misused.  Let  me  describe  a  little  further  how  it  seems  to  me. 
I  think  of  it  as  listening  to  myself.  I  am  listening  to  my  client  and  trying  to 
understand  the  subtleties  and  feelings  which  are  going  on  in  him.  If  I  am 
completely  integrated  in  this,  then  this  is  all  I  hear  when  I  listen  to  myself; 
there  is  nothing  in  me  at  this  point  except  the  desire  to  understand.  But  if  in 
listening  to  myself  I  find  some  other  feeling  rising  in  me  with  a  sufficient 
strength  that  it  interferes  with  my  listening  and  understanding,  then  I 
have  discovered  tliat  it  is  worth  expressing  this  feeling  in  the  relationship.  I 
would  also  point  out  that  my  response  in  these  situations  is  not  what  I 
think  about  the  client,  but  is  ratlier  an  expression  of  a  feeling  which  I  find 
rising  in  me. 

This  is  again  an  instance  in  which  therapy  can  be  the  meeting  of  two 
persons.  It  is  my  hypothesis  that  when  this  relationship  on  my  part  consists 
of  acceptance  and  empatliy,  tlien  movement  is  most  rapid;  but  when  tliese 
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are  not  my  real  attitudes,  then  whatever  is  real  in  me  is  more  important 
than  playing  a  role  of  acceptance  or  empathy.  I  feel  that  to  listen  to  oneself 
accurately  and  to  be  "that  which  one  truly  is"  in  the  relationship  with  the 
client  is  one  of  the  most  difficult  and  demanding  tasks  that  I  know.  Almost 
inevitably  we  slip  off  into  playing  roles  or  going  through  the  motions  of 
being  a  therapist  rather  than  being  real.  Yet,  to  the  extent  that  we  can 
achieve  this  sensitive  integration  in  our  meeting  of  this  other  separate 
person,  we  are  therapists. 

Frederick  C.  Thorne  .  .  . 

Probing  may  be  indicated  therapeuticallv  when  other  clinical  evidence 
indicates  the  existence  of  repressed  material  which  is  nearing  the  surface. 
However,  in  our  opinion,  it  should  never  be  done  coercively  as  by  insisting 
that  something  is  wrong  and  the  client  inust  tell  what  is  bothering  her.  We 
prefer  to  approach  the  sensitive  area  indirectly,  introducing  tangential 
interpretations,  and  insisting  gently  that  as  long  as  symptoms  persist  there 
must  be  something  deeper  to  uncover.  We  use  the  analogy  of  buried  cities 
which  are  progressively  uncovered  layer  by  layer.  We  reassure  the  client 
that  it  is  not  necessary  for  him  to  dig  for  material  actively  but  simply  to 
allow  thoughts  to  come  to  the  surface  passively.  If  more  active  probing  is 
necessary,  we  always  follow  up  whatever  material  is  uncovered  to  insure 
that  the  client  is  reacting  in  a  healthy  manner  to  it  and  to  institute  any 
further  therapeutic  measures  as  may  be  indicated. 

We  have  learned  not  to  be  too  disturbed  by  a  client's  immediate  react- 
ing to  probing  with  intense  negative  emotions.  It  is  not  the  immediate 
reaction  but  the  long  term  effects  which  are  important.  Although  the  client 
may  react  with  alarm,  anxiety,  resentment,  embarrassment,  hostilit)^  or 
excitement  initially,  after  the  first  shock  has  worked  off  and  the  newly  con- 
scious facts  assimilated,  the  client  usually  comes  to  accept  the  truth  and 
even  be  very  thankful  for  the  new  insights.  Much  depends  upon  the  tactful- 
ness  with  which  probing  is  done.  Instead  of  blunt  questions  such  as  "Are 
you  homosexual?"  more  indirect  approaches  such  as  "Are  you  satisfied  with 
your  sex?"  or  "Have  you  ever  wanted  to  be  of  the  opposite  sex?"  or  "Have 
se.xual  feelings  toward  people  of  your  own  sex  bothered  you?"  usually  will 
be  better  accepted. 

In  our  experience,  there  are  only  a  relatively  few  topics  concerning 
which  caution  must  be  followed  in  probing  too  fast.  Obviously,  many  areas 
are  relatively  insensitive  and  probing  there  does  little  damage.  Tabooed 
feelings  such  as  homosexuality,  incest,  hostile  impulses,  and  so  forth,  may 
be  most  difficult  to  assimilate  into  the  self-concept  and  are  more  delicate  to 
handle.  In  general,  we  use  caution  in  probing  or  presenting  any  new  in- 
sights which  might  seriously  threaten  the  client's  self-concepts  and  ego- 
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structure.  However,  probing  ev(!n  in  tliesr;  sensitive  areas  mav  \)c  accom- 
plished if  the  therapist  has  good  enough  rapport  with  tlie  client  fr,  carr\' 
him  over  (hfficult  periods  of  r(;orienfafion. 

An  indirect  way  of  prol)ing  is  to  inform  the  client  that  as  long  as  he  con- 
tinues to  have  symptoms  such  as  anxiety,  there  must  be  something  b(,'neath 
it  which  has  not  been  uncovered  yet.  The  client  is  requested  to  just  allow 
his  mind  to  free  associate  or  just  drift  until  new  material  comes  up.  Using 
the  analogy  of  buried  cities,  we  tell  the  client  that  as  one  layer  of  forgotten 
or  repressed  experiences  is  uncovered  another  begins  to  come  to  the  surface 
just  beneath  it.  This  method  stimulates  the  client  to  bring  up  new  material, 
and  usually  even  the  deepest  material  will  come  to  the  surface  witfi  in- 
direct probing. 

There  is  always  the  question  of  whether  such  material  is  actually  re- 
pressed or  whether  the  client  is  embarrassed  to  discuss  it  openly.  We  have 
seen  many  cases  in  which  a  client  might  deny  completely  the  existence  of 
homosexual  trends  early  in  therapy,  only  to  admit  it  later  when  he  feels 
safe  and  accepted  no  matter  what  happens.  Many  clients  are  dimlv  aware 
of  what  is  the  matter  but  may  require  more  or  less  active  probing  to  admit 
the  truth  openly. 

Incidentally,  we  have  always  been  critical  of  research  which  bases  too 
many  conclusions  on  the  client's  immediate  reaction  to  any  part  of  therapy. 
It  may  take  several  days  or  weeks  before  the  true,  long-term  reaction  ap- 
pears because  of  the  fact  that  assimilation  and  reorganization  is  a  slow 
process.  We  assume  that  the  immediate  process  of  psychotherapy  mav  be 
unpleasant  or  painful  to  the  client,  and  we  advise  him  that  such  feelings 
usually  indicate  that  we  are  in  fact  dealing  with  material  which  is  im- 
portant. Probing  can  be  diagnostically  important  if  it  merely  elicits  telltale 
emotional  reactions  which  give  clues  to  sensitive  areas. 

Carl  Whitaker  .  .  . 

Central  to  any  discussion  of  this  incident  is  the  statement,  "After  a  good 
relationship  has  been  firmly  established."  With  a  competent,  professional, 
experienced,  and  personally  mature  therapist,  arri\'al  at  the  point  thus 
indicated  makes  possible  a  greatly  increased  freedom  from  the  usual 
patterns  of  social  interaction. 

Not  only  is  this  excellent  move  justified,  but  continued  withholding  of 
the  therapist's  interpersonal  pain  relating  to  the  patient  would  be  dishonest 
and  an  evidence  of  poor  faith.  The  "getting  worse"  is  actualh"  loss  of  afiect 
for  the  therapist  who  has  proven  he  doesn't  belie\e  in  the  patient  imd  there- 
fore doesn't  believe  in  himself.  Persistent  a\'oidance  of  the  therapists  own 
feelings  response  would  be  as  afiFected  as  the  patient's  denial  and  would 
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only  increase  the  separation  between  them.  To  keep  quiet  and  wait  is  as 
dishonest  as  a  misstatement.  With  added  experience  a  therapist  should 
be  less  tied  to  psychiatric  tradition.  Psychiatric  tradition  has  been  pre- 
occupied with  the  problems  of  developing  a  symbolic  relationship.  To  con- 
tinue first  phase  patterns  of  behavior  after  the  therapist  is  in  the  stage  of 
direct  give-and-take  is  a  countertransference  problem  in  the  therapist.  If 
we  assume  the  maturity  of  the  therapist,  we  can  assume  that  his  impulse 
to  vary  techniques  is  based  on  the  feelings  he  has  for  the  patient  and  not 
on  his  own  pathology. 

The  integrity  of  the  therapist  is  more  vital  to  protect  than  the  continuity 
of  the  therapeutic  process  or  even  the  integrity  of  the  patient.  Sometimes 
our  technical  approach  to  therapy  can  become  as  puritannical  as  teaching  a 
medical  student  that  he  must  not  do  a  vaginal  since  it  might  make  the  giil 
feel  immoral. 


Cinderella 
and  the  Actress 
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History 

This  was  the  thirty-sixth  meeting  of  a  group  of  neurotic  women. 
Mrs.  Henry  had  sought  treatment  because  since  1938  she  had  been 
through  "tortures  of  tlie  worst  punishment  in  the  form  of  the  most 
obsessive  thoughts  anyone  could  have.'  She  had  obsessive  preoccu- 
pations with  death,  sex,  and  other  matters,  in  addition  to  compulsive 
rituals  that  seriously  interfered  with  her  activities.  On  certain  da\  s 
she  could  not  bathe  or  attend  to  other  aspects  of  personal  h\"giene. 
She  felt  compelled  most  of  the  time  to  wear  old  ragged  clothes,  to 
pick  trash  from  the  streets  or  out  of  garbage  cans,  and  to  go  througli 
elaborate  rituals  while  walking.  She  presented  herself  at  her  initial 
interview  wearing  a  plain  black  dress  and  no  makeup.  Her  hair  was 
stringy  and  unkempt,  and  her  legs  were  bare  and  covered  with  dirt. 
She  talked  rapidly  and  incessantl\%  describing  in  minute  detail  her 
obsessions,  compulsions,  and  the  lengthv  psvchiatric  treatment,  in- 
cluding hospitalization,  she  had  received  so  far.  ob\iously  with  little 
benefit. 

She  was  the  oldest  of  four  daughters  of  an  alcoholic,  emotionally 
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unstable  father  and  a  rigid,  quietly  domineering  mother.  As  she 
grew  up  she  became  increasingly  concerned  over  her  father's  with- 
drawal from  her  and  her  mother's  favoritism  for  one  of  her  sisters, 
but  she  was  little  aware  of  her  own  hostile  feelings,  especially  to- 
ward her  mother.  She  had  been  increasingly  avoided  by  her  friends 
and  spent  much  time  with  her  mother  who  had  become  a  "nervous 
wreck"  worrying  about  her.  Through  her  prolonged  contact  with 
psychiatrists  she  had  developed  exceptional  facility  in  describing 
her  difficulties  in  psychiatric  jargon  that  tended  to  obscure  her  real 
feelings.  Group  therapy  was  offered  to  her  in  the  hope  that  she 
might  have  helpful  emotional  experiences  through  it.  Those  seemed 
unlikely  to  occur  in  individual  treatment  because  she  had  become  so 
routinized  in  it. 

Mrs.  Henry  soon  came  into  open  conflict  with  Mrs.  Carnes,  who 
grew  increasingly  irritated  at  her  constant  attempts  to  hold  the 
floor,  attract  the  doctor's  attention,  and  belittle  the  importance  of 
other  patients'  problems  as  compared  with  her  own.  This  behavior 
was  in  striking  contrast  to  her  professed  feelings  of  inadequacy  and 
of  consideration  for  others.  Mrs.  Carnes,  an  actress,  had  sought 
treatment  for  almost  intolerable  feelings  of  impending  disaster  that 
prevented  her  from  performing  before  other  people.  She  also  feared 
that  she  was  contaminating  objects  around  her,  thereby  harming 
others.  She  lived  with  her  authoritarian  mother  who  constantly 
criticized  her  and  overtly  favored  her  older  sister.  This  patient  had 
received  seven  months  of  individual  treatment  at  weekly  intervals 
from  the  doctor  conducting  the  group.  She  had  grown  so  dependent 
on  the  doctor  that  she  was  unable  to  express  any  negative  feelings 
toward  him  for  fear  of  losing  his  support.  She  felt  particularly 
threatened  by  Mrs.  Henry's  attempts  to  monopolize  the  doctor's  at- 
tention and  after  an  initial  period  of  self-control  began  to  criticize 
her  for  talking  too  much  and  for  being  unable  to  control  her  com- 
pulsions. Other  members  tacitly  supported  these  attacks  by  not  com- 
ing to  Mrs.  Henry's  aid.  They  also  tended  to  avoid  her  company  out- 
side the  group  meetings.  Mrs.  Henrv  felt  that  the  therapist's  permis- 
sive attitude  toward  Mrs.  Carnes  represented  antagonism  toward 
herself.  The  tension  between  these  two  patients  persisted  for  many 
group  sessions.  Mrs.  Henry  gradually  began  to  talk  less  and  so  be- 
came more  acceptable  to  the  others,  but  she  showed  no  change  of 
symptoms. 

The  thirty-sixth  meeting  was  attended  by  Mrs,   Henry,   Mrs. 
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Carnes,  and  Mrs.  Light.  A  good  portion  of  the  time  was  (Icvotcd  to 
casual  conversation  led  by  Mrs.  Carnes,  wlio  described  in  detail  lier 
artistic  interests  and  achievements.  Mrs.  Hcnrv  remained  rcstlesslv 
silent  for  the  most  part,  occasionally  making  rather  pertinent  com- 
ments without  resorting  to  her  old  pattern  of  interrupting  and  taking 
the  floor  herself. 


Incident 

Mrs.  Carnes,  annoyed  at  Mrs.  Henry's  remarks,  suddenly  told  her 
to  "Keep  quiet  and  don't  talk  so  much!"  The  doctor,  aware  of  the 
inappropriateness  of  Mrs.  Carnes'  attack,  asked  her  what  she  was 
annoyed  about.  Mrs.  Carnes  burst  into  tears  and  told  Mrs.  Henr\'  that 
she  resented  her  because  of  her  unattractive  appearance  and  could 
not  stand  being  around  her.  Mrs.  Carnes  then  abruptlv  walked  out  of 
the  room.  The  therapist,  somewhat  startled  by  this  development,  de- 
cided to  go  after  her  and  ask  her  to  return,  so  that  things  could  be 
threshed  out,  hoping  in  this  way  to  give  her  support  while  at  the  same 
time  implying  disapproval  of  her  behavior.  She  came  back  and  re- 
mained silent  for  the  rest  of  the  meeting,  which  continued  to  be 
laden  with  tension. 

Mrs.  Henry  was  absent  from  the  next  meeting  for  the  first  time. 
The  therapist  wrote  her  a  note  telling  her  that  the  group  and  he  had 
missed  her  and  inviting  her  to  come  for  an  individual  interview  after 
the  next  group  meeting.  Mrs.  Henry  came  to  the  next  meeting.  To 
everyone's  astonishment  she  wore  a  colorful  dress,  was  carefullx 
made-up,  and  had  a  permanent  wave.  She  seemed  cheerful  and 
proudly  announced  that  she  had  been  absent  the  week  before  be- 
cause she  had  an  appointment  to  apply  for  a  job.  The  other  members 
seemed  perceptibly  more  cordial  and  relaxed  than  before.  In  the 
individual  interview  Mrs.  Henry  told  how  elated  she  felt  when  Mrs. 
Light  had  told  her  after  the  meeting  that  the  attack  b\-  Mrs.  Carnes 
had  been  totally  unjustified.  She  also  had  the  feeling  that  the  thera- 
pist was  on  her  side  for  the  first  time  and  contrasted  his  beha\ior  with 
that  of  her  mother  who  always  sided  with  the  favorite  sister,  whether 
she  was  right  or  wrong.  "I  never  realized  how  mad  I  was  at  my  mother 
for  preferring  my  sister  to  me."  In  this  connection  the  doctor  in- 
quired how  she  felt  when  he  asked  Mrs.  Carnes  to  return.  She  re- 
phed  that  this  was  reassuring  to  her  because  she  felt  that  he  would 
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do  the  same  for  her  ( which  he  had  by  writing  her  after  her  absence 
from  the  next  meeting ) .  . . 

Discussion 

Mrs.  Henry's  tendency  to  monopohze  the  conversation  had  been 
repeatedly  criticized  by  Mrs.  Carnes  during  the  earher  group  meet- 
ings. Mrs.  Henry  felt,  with  some  justification,  that  the  doctor  as 
well  as  the  group  supported  Mrs.  Carnes  in  her  attacks.  When  she 
gradually  became  less  talkative  the  group  as  well  as  the  doctor  ac- 
cepted her  more,  which  in  turn  stimulated  Mrs.  Carnes'  feeHngs  of 
rivalry  toward  her.  When  she  was  again  attacked  by  Mrs.  Carnes, 
tliis  time  without  justification,  she  felt  promptly  supported  by  the 
doctor  as  well  as  by  another  group  member.  This  was  diflFerent  from 
the  situation  at  home  where  mother  always  sided  with  her  favorite 
daughter.  To  make  sure  of  the  doctors's  attitude,  the  patient  stayed 
away  from  the  next  meeting— a  very  rebellious  act  for  this  obsessive 
person.  Instead  of  reprimanding  her,  the  doctor  let  her  know  that 
he  and  the  group  had  missed  her.  It  is  noteworthy  that,  until  this 
event,  the  patient  had  no  conscious  awareness  of  hostile  feelings 
toward  her  mother  or  rivalry  with  her  sister.  After  this  emotional 
experience,  she  no  longer  felt  herself  to  be  as  much  in  the  role  of 
Cinderella,  as  shown  by  her  improved  appearance.  Mrs.  Carnes 
showed  beneficial  effects  also.  For  the  first  time  she  rebelled  against 
the  therapist  by  running  out  of  the  meeting,  but  in  contrast  to  mother 
he  did  not  rebuke  her.  As  she  became  more  assertive  with  the  thera- 
pist, she  began  to  be  less  competitive  with  the  other  group  members. 

Nathan  Ackerman  .  .  . 

We  are  here  presented  with  an  incident  of  critical  rivalry  between  two 
women  patients  in  a  therapeutic  group  of  neurotic  women;  the  rivalry  re- 
solves itself  in  a  way  seemingly  favorable  to  both  patients.  It  is  important 
at  the  outset  to  make  clear  that  the  account  of  this  particular  incident 
appears  deceptively  simple.  There  is  more  than  meets  the  eye  in  this  thera- 
peutic drama;  it  is  a  situation  of  great  complexity. 

Reading  between  the  lines,  I  must  infer  the  existence  of  a  number  of 
overlapping  problems  which  are  not  adequately  defined.  One  is  a  question 
of  the  depth  and  relative  malignancy  of  Mrs.  Henry's  illness.  We  are  told 
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that  this  is  a  gr(Mip  of  neurotic  women.  I  cannot  avoid  some  doubt  and 
skepticism  that  Mrs.  Wenry  is  an  uncomphcated  psychoneurotic.  Thiere  may 
be  an  underlying  schizoid  pathology  in  this  patient.  She  has  a  history  of 
severe  incapacitating  obsessions  and  a  period  of  lujspitali/ation.  Her  be- 
havior verges  on  the  bizarre.  It  is  stretching  the  limits  of  the  concept  of 
neurosis  cjuite  far  to  encompass  a  person  who  do(.'s  ntjt  bathe,  and  cornes 
to  therapeutic  sessions  with  legs  bare  and  covered  with  dirt.  T\ut  obses- 
sional manifestations  may  serve  to  obscure  a  basic  tendency  to  schi/oid 
pathology.  It  is  well  known  clinically  that  some  cases  diagnosed  as  severe 
neurosis  are  really  schizotypes.  Paul  Mocli  popularized  the  concept  that 
pervasive  neurotic  disorders,  "pan -neuroses,"  often  turn  out  finally  to  b<- 
cases  of  schizophrenia.  For  this  group  of  cases,  he  introduced  the  term, 
pseudo-psychoneurotic  schizophrenia. 

Of  course,  it  is  hazardous  to  diagnose  patients  from  afar.  Nonetheless, 
in  this  case,  it  is  valid  to  raise  here  a  question  of  difiFerential  diagnosis.  If 
there  is  a  schizoid  factor  in  Mrs.  Henry,  she  must  have  sufficient  preserva- 
tion of  her  social  self  to  benefit  from  a  therapeutic  group. 

A  second  problem  which  makes  interpretation  of  the  incident  more 
complicated  is  the  dearth  of  data  regarding  the  role  of  the  other  members 
of  this  women's  therapeutic  group.  Unfortunately  the  description  of  the 
group  situation  offers  no  picture  of  the  level  of  participation  of  the  other 
female  patients.  These  women  seem  to  be  treated  as  shadowy  figures.  What 
is  highlighted  sharply  in  this  account  is  the  competitive  contest  between 
Mrs.  Henry  and  Mrs.  Carnes  for  the  favored  interest  of  the  doctor,  that  is, 
it  is  a  case  of  two  women  fighting  over  one  man.  If  we  are  to  examine  the 
significance  of  the  reported  behavior  of  these  t\\'o  women  within  the  context 
of  the  group,  we  ought  to  have  at  least  a  minimal  definition  of  the  dvnamics 
of  the  group  as  a  whole.  In  particular,  we  need  to  know  the  role  relations  of 
the  other  women  with  the  doctor  and  in  turn,  his  attitude  toward  them. 

The  third  problem  is  a  component  of  underlying  similarity  in  the  con- 
flicts of  Mrs.  Henry  and  Mrs.  Carnes.  In  a  sense,  they  suffer  from  the  same 
disease.  They  have  in  common  a  component  of  disturbed,  conflicted  feeling 
which  pertains  to  the  symbolic  use  of  dirt  and  contamination.  Both  women 
have  a  critically  damaged  self-esteem.  Botli  of  them  have  suffered  rejection 
and  degradation  at  the  hands  of  their  mothers.  Both  are  obsessed  \\ith  the 
theme  of  guilt  and  punishment.  One  might  say  that  they  share  between 
them  a  profound  layer  of  sadomasochistic  distortion. 

There  are  also  significant  differences.  At  the  manifest  le\'el  of  beha\'ior, 
the  two  women  are  differently  oriented  to  punishment.  Mrs.  Henry  mainl)- 
punishes  and  degrades  herself,  while  Mrs.  Carnes  assaults  and  insults 
others.  Beneath  the  surface,  they  are  each  laden  with  guilt  and  ha\e  a  need 
to  incite  punishment.  In  terms  of  their  o\'ert  group  roles,  Mrs.  Henr\'s  and 
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Mrs.  Games'  personalities  form  a  complementary  pair  insofar  as  Mrs. 
Henry  provokes  punishment  while  Mrs.  Carnes  hands  it  out,  even  though 
she  fears  retaliation.  The  component  of  complementarity  in  their  overt  role 
adaptation  in  the  group  provides  the  possibility  that  they  might  usefully 
treat  one  another.  At  the  manifest  level  Mrs.  Carnes  vehemently  denies  a 
common  bond  with  Mrs.  Henry,  and  overasserts  her  difiFerence.  The  com- 
petitiveness covers  an  underlying  need  for  one  another's  acceptance.  The 
therapist  has  partly  the  responsibility  to  help  them  to  understand  the  way  in 
which  they  are  alike,  and  suffer  from  the  same  debasement  of  self-worth. 
The  superficial  aspects  of  competition  might  conceivably  be  turned  into  a 
relation  of  mutual,  compassionate  understanding. 

In  group  therapy,  as  contrasted  to  individual  psychotherapy,  the  patient 
is  provided  with  no  immunity  against  a  personalized,  aggressive  attack. 
The  attacks  of  one  patient  upon  another  in  a  group  are  sometimes  primi- 
tively brutal.  Mrs.  Carnes'  attack  on  Mrs.  Henry  is  violent,  but  contains  in 
it  a  concealed  defense,  a  denial  of  her  own  sense  of  degradation. 

A  fourth  problem  is  the  countertransference  of  the  male  doctor.  The 
therapist  hints  at  his  difficulty  in  being  fair  to  both  women;  in  other  words, 
he  experiences  the  dilemma  of  how  to  cut  the  piece  of  cheese  exactly  in  two 
equal  parts.  In  this  connection,  one  wonders:  does  the  doctor  subtly  though 
passively  encourage  the  jealousy  between  the  two  women  by  sicking  the 
two  women  on  one  another?  As  long  as  they  continue  fighting  over  him, 
neither  can  succeed  in  possessing  him. 

In  the  beginning  Mrs.  Henry  seems  coercively  to  monopolize  the  doc- 
tor's attentions.  Her  compulsive  talking  is  a  way  of  asserting  exclusive 
possession  of  the  therapist.  Yet,  at  the  same  time,  she  is  forcing  her  dirt  in 
everyone's  face.  This  is  a  familiar  testing  device.  In  effect  it  signifies :  "If  you 
love  me,  you  must  prove  it  by  loving  me  at  my  worst — love  me,  love  my 
dirt;  love  me,  love  my  dog."  The  motivational  elements  contained  in  such 
behavior  are  twofold:  a  coercive  demand  for  attention  and  protective 
services  from  the  parent  and  at  the  same  time,  a  disguised,  vindictive  re- 
proach of  the  parent.  Mrs.  Henry  coerces  the  doctor's  attention  while  at  the 
same  time  avenging  herself  by  forcing  her  dirt  into  his  face.  Mrs.  Henry's 
history  reveals  rejection  by  both  parents.  Mrs.  Henry  forced  attention  from 
her  mother;  she  worried  her  to  the  point  of  making  her  a  "nervous  wreck." 
It  is  not  clear  to  what  extent  in  the  transference  the  male  doctor  was  a 
mother  substitute  or  a  father  substitute. 

The  rival  woman,  Mrs.  Carnes,  is  an  actress.  She  reflects  her  actress 
personality  in  the  group  through  her  exhibitionistic  role.  She  vies  with 
Mrs.  Henry  for  the  lead  part.  She  is  impelled  to  captivate  the  male  doctor. 
For  Mrs.  Carnes  this  is,  dynamically  speaking,  an  antidote  for  the  wound 
she  sustained  in  being  degradated  by  her  mother.  Therefore,  the  way  to 
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liurt  her  motlicr  or  any  rival  f(;rnalc,  (Ik;  path  of  vengeance,  is  tr;  steal  the 
man  from  the  otlier  woman.  This  urge  evokes  giiih  and  fear  of  retahati(;n. 
In  the  case  of  Mrs.  Games  there  is  a  significant  fjii(;stion  which  remains 
unanswered  in  the  story.  Was  she  better  looking?  Was  she  more  attractive 
physically  and  sexually  than  Mrs.  Henry?  Presumably  she  was,  but  the 
doctor  says  nothing  about  this.  This  is  significantly  by  omission.  Was  the 
doctor  not  conscious  of  a  diflFerence  in  sexual  attractiveness  between  the 
two  women,  and  if  so,  was  he  not  influenced  there})y  in  his  dealing  with 
them? 

As  the  situation  unfolds  Mrs.  Games  proceeds  to  shut  .\bs.  Henry's 
mouth.  The  competitive  conflict  rages  for  many  sessions.  Since  hate  and 
love  are  two  sides  of  the  same  coin,  is  it  not  logical  t(j  guess  that  Mrs.  Games 
in  attacking  Mrs.  Henry  was  showing  a  special  interest  in  her.  Mrs.  Games' 
aversion  may  conceal  an  unconscious  fascination  and  attraction  t(;  Mrs. 
Henry.  Mrs.  Henry  in  turn  reacts  to  the  attack  by  washing  ofi^  her  dirt  and 
making  herself  more  attractive.  Did  she  dress  up  to  please  the  male  doctor 
or  the  other  woman?  Do  not  each  of  these  women  in  their  twisted  hostile 
way  seek  reconciliation  with  a  mother  figure? 

With  regard  to  transference  patterns,  it  might  look  as  though  the  doctor 
represented  predominantly  a  mother  figure  for  Mrs.  Henry,  and  rather 
more  of  a  father  figure  for  Mrs.  Games.  But  Mrs.  Games  was  also  mother  to 
Mrs.  Henry. 

The  basic  emotional  problem  for  both  women  patients  is  damaged 
self-esteem.  Each  of  these  women  seeks  to  repair  this  by  winning  affirma- 
tion of  personal  worth  from  other  persons.  It  is  not  clear,  howexer,  at  what 
levels  they  seek  to  be  accepted  by  the  therapist;  as  a  child  or  as  a  woman. 
At  the  child  level,  they  both  behave  as  though  thev  were  moti\ ated  by  the 
conviction  that  there  is  not  enough  love  for  two  children,  onh*  for  one.  This 
implies  something  amiss  with  the  way  in  which  the  parent  shows  lo%  e.  It 
takes  for  granted  that  the  therapist,  as  parent,  has  not  enough  love  to  go 
around.  The  challenge  in  such  a  situation  is  to  use  the  grouj)  so  as  to  correct 
the  neurotic  misconception  that  if  one  child  has  lo\'e,  the  other  child  has 
nothing.  A  parent  who  is  able  to  love  in  a  good  way  has  enough  lo\e  for 
both  children.  The  other  aspect  of  the  problem,  the  search  for  love  in  the 
role  of  woman  and  the  need  of  a  man,  is  not  sufficiently  clarified.  The  con- 
flicts at  this  level  do  not  achieve  clear  definition.  It  is  as  if  for  each  of  these 
women  the  rival  is  emotionally  more  important  e\en  than  the  miui.  The 
worth  of  the  man  is  measured  by  the  violence  of  the  struggle  bet\\een  the 
two  women  rather  than  by  the  intrinsic  \  alue  of  the  man  himself.  In  other 
words,  the  man  gains  value  only  so  far  as  he  is  wanted  by  tlie  other  x\omim. 
Each  of  the  women  fears  being  robbed.  The  man  becomes  a  prizewortliy 
catch  only  if  he  is  craved  by  the  ri\'al. 
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Rudolf  Dreikurs  .  .  . 

This  report  of  group  sessions  indicates  that  the  events  described  in  the 
incident  are  rather  puzzhng  to  the  therapist  who  seems  not  quite  able  to 
understand  what  actually  went  on.  His  explanations  of  the  events  are  not 
shared  by  this  reviewer.  There  is  little  evidence  for  any  understanding  of 
the  conflict  between  the  two  members  of  the  group  and  of  the  movement  of 
each,  besides  the  recognition  of  the  strong  feelings  of  jealousy  for  each 
other. 

Both  patients  seem  to  be  suflFering  from  an  obsessive  compulsive  neuro- 
sis. They  are  tvpical  examples  of  this  disorder  and  clearly  show  the  charac- 
teristic overambition,  pronounced  good  intentions,  and  covered-up  hos- 
tility. The  description  of  the  first  patient  clearly  indicates  her  perverted 
overambition.  She  had  been  through  "the  worst  punishment"  and  had  "the 
most  obsessive  thoughts  anyone  could  have."  Her  behavior  showed  to 
which  extent  she  tried  to  be  "the  worst,"  wearing  old  ragged  clothes,  pick- 
ing up  trash  and  garbage;  and  her  whole  attire  including  her  dirtiness  was 
an  ostentatious  display  of  "badness  and  lowness."  Her  passive  and  negative 
power  could  be  seen  in  her  ability  to  make  her  motlier  "a  nervous  wreck." 
No  doubt,  gi-oup  therapy  can  be  exceedingly  helpful  for  such  a  patient.  But 
we  could  not  agree  that  individual  treatment,  if  properly  carried  out,  could 
not  provide  'lielpful  emotional  experiences"  for  her,  although  we  must 
admit  that  the  treatment  of  an  obsessive  compulsive  neurotic  requires  skills 
and  modes  of  interaction  for  which  most  psychotherapists  are  not  trained. 

Her  opponent  in  the  group  also  attempted  to  be  first,  and  with  similarly 
ineffectual  methods.  Most  severe  compulsi\'e  neurotics  can't  stand  the 
claim  of  another  one  to  be  worse  than  they  are.  But  this  contest  became 
quite  evident.  One  claimed  to  be  low,  the  other  to  be  dangerous,  by  con- 
taminating objects  and  harming  others.  Her  way  of  dominating  others 
through  weakness  was  evidenced  by  her  apparent  dependency  on  the 
doctor  while  actually  putting  him  into  her  service.  The  poor  therapist  was 
the  victim  of  a  contest  of  two  passively  dominating  women  to  keep  him 
busy  with  them,  each  interpreting  permissiveness  to  the  other  as  favoritism. 
It  was  obvious  that  the  first  patient,  Mrs.  Henry,  lost  out  in  this  contest  be- 
cause her  opponent's  means  of  control  were  more  acceptable  to  the  group — 
and  the  therapist.  There  is  no  evidence  in  this  report  that  the  therapist 
understood  this  conflict  or  did  anything  to  resolve  it. 

Then  finally  the  blow  came.  It  is  not  to  the  credit  of  the  therapist  that 
he  was  not  instrumental  in  bringing  it  about,  but  rather  the  passive  on- 
looker in  a  decisive  battle.  The  crisis  came  about  when  Mrs.  Games  over- 
played her  cards  and  basked  in  the  glory  of  her  victory  over  Mrs.  Henry. 
She  was  showing  off  "her  artistic  interests  and  achievements"  while  Mrs. 
Henry  was  cowed  into  silence  with  very  feeble  efforts  to  assert  herself.  But 
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even  that  was  too  much  for  the  winner,  Mrs.  Games.  And  here  she  made  lier 

fatal  mistake  of  trying  to  subdue  her  even  further.  At  this  point  she  lost  her 
favorable  position  and  the  doctor  took  a  stand  against  her,  thereby  turning 
her  victory  into  a  defeat.  She  admitted  this  defeat  openly  by  })ursting  into 
tears  and  leaving  the  scene.  It  is  pathc^tic  how  the  therapist  who  apparently 
had  no  idea  of  what  went  on  between  the  two  women  admits  innocently 
that  he  was  "somewhat  startled  by  this  development."  No  wonder  he  could 
not  understand  the  effect  of  this  episode  on  Mrs.  Henry. 

For  the  first  time  in  probably  a  long  period  she  had  experienced  a  suc- 
cess in  a  useful  and  socially  accepted  way:  her  socially  successful  competi- 
tor was  defeated.  It  was  apparently  this  fact  which  made  her  now  switch 
back  from  the  useless  to  the  useful  side,  getting  well  dressed  and  well 
groomed.  Now  she  was  ready  to  give  up  the  glory  of  her  torture  and  seek 
importance  in  useful  means,  even  looking  for  a  job.  Her  reference  to  the 
jealousy  of  her  sister  because  of  the  preference  of  her  mother  is  another 
admission  that  she  had  to  be  first,  be  it  by  being  good  or  bad,  a  fact  which 
probably  would  come  out  clearly  in  her  past  history  had  the  therapist  made 
efforts  to  get  these  facts.  It  can  be  well  assumed  that  even  in  her  contest 
with  her  sister  there  were  many  ways  that  she  \^on  out  against  her  assump- 
tion of  constant  defeat.  We  can  doubt  very  much  the  therapist's  belief  that 
she  never  was  aware  of  her  rivalry  with  her  sister.  This  probably  was  the 
cornerstone  of  her  whole  personality  structure. 

Wladimir  Eliasberg  .  .  . 

In  this  case,  an  ingrained  obsessive-compulsive  neurotic  changes 
abruptly — apparently  immediately  sloughing  off  her  obsession,  becoming 
normal.  The  therapist  goes  to  some  length  to  make  understood  the  psycho- 
dynamics  of  the  session  immediately  preceding  the  change.  Essentially, 
the  patient  was  rebuked  by  a  competitor  in  the  group,  but  she  was  made  to 
feel  that  the  doctor  was  on  her  side.  This,  it  is  implied,  was  quite  different 
from  the  home  situation,  where  the  mother  always  sided  \\ith  a  fa\ored 
older  sister.  This  experience  is  given  as  an  explanation  for  the  rapid  change. 
But  is  this  the  answer? 

We  are  still  in  the  dark  about  the  psychodynamics  of  revelation  to  con- 
version, or  to  put  it  in  a  more  pedestiian  manner  about  what  causes  a 
change  to  click.  However,  few  therapists  would  attribute  con\ersion  to 
revelation  alone:  to  something  that  happened  immediately  preceding  the 
event  of  change.  Saulus  did  not  become  Paulus  only  through  the  apparition. 
Hamlet  did  not  obtain  his  character  solely  because  his  father's  ghost  spoke 
to  him. 

Our  curiosity  is  aroused  by  what  may  have  happened  throughout  the 
session  before  the  change  occurred.  The  patient  kept  asking  the  doctor: 
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"Why  didn't  you  tell  me  that  all  the  time?"  The  doctor  had  told  her  that  all 
the  time;  but  there  had  been  no  free  affinity  to  take  hold  of  the  truth. 

There  is  another  kind  of  sudden  social  reaction  which  offers  a  com- 
parison: traumatic  neuroses  subsequent  to  accidents.  The  neurosis  is  char- 
acterized by  suddenness  of  the  event,  by  rapid  disturbances  of  psycho- 
logical functions,  revival  of  archaic  patterns.  But  one  can  not  overlook  the 
dispositional  factors,  such  as  congenital-habitual  dispositions,  chronic 
needs  for  security,  integrity  of  body  and  mind,  and  most  important  the 
social-psychological  background. 

These  underlying  dispositional  factors  must  not  be  neglected  in  the 
face  of  the  suddenness  of  the  event,  as  described  in  this  incident.  We  would 
want  to  understand  that  evidently  the  untidyness,  the  self-neglect,  the 
wearing  of  unbecoming  clothing  are  an  arrangement.  She  is  saying:  "You 
don't  like  me?  I  shall  then  make  myself  more  unlikeable."  But  gradually, 
through  the  session,  the  patient  begins  to  understand  that  this  arrangement 
will  not  work.  It  is  almost  as  though  she  came  to  this  conclusion:  If  I  want 
to  be  liked  I  must  make  myself  likeable;  if  I  want  to  be  loved  then  I  must 
look  lovely."  There  can  be  no  doubt  that  the  final  click  in  the  change  is 
only  a  last  dramatic  moment  in  the  long  process  of  rearranging  a  well- 
established  set-up. 

The  therapist  makes  a  point  that  the  individual  treatment  might  not 
have  achieved  this  regrouping  because  the  patient  was  too  accustomed  to 
psychiatric  terminology.  The  therapist  is  quite  right  in  this.  Psychiatric 
vocabulary  is  often  an  inhibitory  factor.  The  patient  clings  to  it,  juggles  it, 
and  tells  the  therapist  contemptuously  that  he  knows  everything,  but  that 
this  knowledge  does  not  help.  Group  treatment  brings  in  various  new 
factors,  and  among  them  is  a  fresh  linguistic  approach;  and  in  this  case, 
competition  for  love.  If  these  are  understood  in  addition  to  the  slow  under- 
lying build-up,  we  begin  to  have  a  dynamic  understanding  of  these  cases. 

My  remarks  are  a  criticism  of  any  implication  that  the  change  can  be 
attributed  to  itself:  that  the  incident  in  itself  is  an  explanation.  The  finger 
that  pulls  the  trigger  does  not  "cause"  the  shot:  this  event  is  only  the 
"triggering"  of  the  consequence;  but  much  more  went  on  before. 

J.  W.  Klapman  .  .  . 

Perhaps  of  even  greater  interest  than  the  incident  within  this  case  is  the 
statement  of  the  whole,  because  to  me  it  clearly  gives  indication  of  a  mas- 
sive fact:  that  some  procedures  in  psychotherapy  are  more  naturally  effec- 
tive than  others,  a  matter  which  appears  to  have  caused  very  little  specula- 
tion and  perhaps  hardly  any  research.  In  what  other  branch  of  medicine 
do  we  have  a  routine  procedure  for  all  ills?  The  very  concept  of  a  panacea 
would  be  considered  charlatanism  in  somatic  medicine,  and  yet  e.xperi- 
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enced  and  conscientious  therapists  plant  themselves  behind  a  desk  ready  to 
dispense  words  for  all  that  ails  all  patients,  or  in  the  case  of  the  phenomenr>- 
logical  psychotherapists  to  listen,  eith(;r  actively  or  passively.  And  so,  to 
me  the  real  meaning  of  this  case,  what  makes  it  of  critical  importance,  is 
that  while  the  patient  had  had  "protracted  contact  with  psychiatrists"  and 
had  "developed  exceptional  facility  in  d(;scribing  her  difficulties  in  psy- 
chiatric jargon,"  apparently  all  this  individual  treatment  had  been  to  no 
avail.  I  am  reminded,  perhaps  unkindly,  of  a  cartoon  I  saw  once,  probably 
in  the  New  Yorker,  of  a  witch  doctor  prancing  about  a  patient  while  the 
onlooking  father  tells  the  sorrowing  mother,  "After  all,  we  are  doing  all 
that  science  knows." 

However,  we  psychotherapists  owe  ourselves,  our  professions,  our  pa- 
tients, and  science  the  obligation  to  be  keen  observers,  and  not  to  let  any 
significant  observation  pass  by  without  pondering  its  ultimate  meaning, 
looking  for  hypotheses  to  explain  the  inexplicable:  and  so,  still  keeping  to 
the  larger  issue,  I  see  that  the  patient  did  improve  from  group  psycho- 
therapy, and  that  an  apparently  necessary  element  in  her  therapy  was  the 
behavior  of  another  member  of  the  group — a  woman  who  strongly  dis- 
approved of  the  patient's  appearance  and  behavior. 

A  last  comment  before  we  penetrate  to  the  incident  itself.  It  is  a  com- 
mon principle  of  medicine  that  treatment  is  contingent  on  diagnosis,  and  if 
so,  it  may  well  be  that  certain  types  of  problems  have  their  obscure  origins 
in  certain  constellations  of  human  interactions,  and  that  it  might  be  possible 
to  attempt  to  diagnose  in  advance  those  problems  which  cannot  be  brought 
to  satisfactory  solution  in  particular  ways.  I  believe  that  the  greatest  possi- 
ble advance  could  be  made  in  this  arcane  area  if  some  central  clearing 
house  could  be  established  so  that  psychotherapists  could  report  certain 
basic  data  about  patients  (who  could  be  anonymous)  and  that  periodic 
statements  of  a  follow-up  nature  could  be  provided  research  students,  who 
could  then  perhaps  begin  to  weave  the  net  of  certainty  from  the  random 
threads  of  knowledge.  From  the  mass  of  observations  of  isolated  therapists 
perhaps  patterns  of  understanding  might  develop,  and  so  we  might,  for  ex- 
ample, learn  that  every  case  that  had  similarity  to  the  one  reported  here  \\"as 
cured  by  group  and  unaflFected  by  individual  psychotherapy.  But  enough 
of  these  general  remarks,  and  to  the  situation  itself. 

Imbued  as  we  are  with  certain  implicit  and  explicit  conceptions  of 
psychotherapy,  which  include  in  them  a  type  of  reaction  to  the  patient 
which  denies  the  individuality  of  the  therapist,  the  beha^dor  of  Mrs.  Games 
might  well  seem  antitherapeutic.  Does  not  a  patient  need  understmiding. 
consideration,  acceptance?  How  could  Mrs.  Games'  bitter  words  help  poor 
Mrs.  Henry  with  all  her  problems?  Evidently,  she  feels  as  though  she  is  dirt 
already;  what  can  further  heaping  of  \'erbal  garbage  do  to  help  her?  And 
what  of  the  other  members  of  the  group?  They  "tacith-  supported"  Mrs. 
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Games'  attacks  by  not  defending  Mrs.  Henry.  Where  is  Christian  love?  And 
what  of  the  therapist?  Why  does  he  not  interfere?  Why  does  he  not  explain 
how  the  patients  should  react  to  Mrs.  Henry? 

Tlie  reason  is  that  all  of  these  individuals  naturally  did  what  was  right, 
and  this  occurred  probably  because  the  greater  wisdom  of  the  group,  the 
ineflFable  rightness  of  tlie  many,  took  over  the  situation  in  an  atmosphere 
where  a  feeling  of  security  existed.  Where  else  would  Mrs.  Games  have 
stood  for  Mrs.  Henry's  behavior?  In  any  other  social  situation  she  would 
well  have  kept  her  remarks  to  herself,  and  would  have  talked  about  Mrs. 
Henry  when  Mrs.  Henry  was  not  present.  But  here,  in  the  group  therapy 
atmosphere,  Mrs.  Games  finally  acts  out  her  aggression,  and  possibly  this 
act  of  this  woman  "who  had  grown  so  dependent  on  the  doctor  for  fear 
of  losing  his  support"  was  critical  for  her  too:  she  learned  that  she  could 
successfully  express  her  repressed  ideas,  and  later — miraculously — that 
perhaps  she  had  been  instrumental  in  helping  Mrs.  Henry. 

And  so,  in  the  realest  sense  of  the  word,  Mrs.  Henry's  therapist  was 
not  the  only  accredited  person  in  the  group — all  of  the  members  were, 
especially  Mrs.  Games. 

Now,  there  are  several  mysteries  in  this  incident.  The  first  is  that  Mrs. 
Games  finally  expressed  herself  in  the  thirty-sixth  meeting  after  Mrs.  Henry 
had  apparently  changed  her  formerly  unpleasant  behavior.  Mrs.  Games, 
in  a  flood  of  emotion,  cries  only  because  Mrs.  Henry  is  unattractive  in  her 
appearance.  What  can  all  this  mean?  Why  is  Mrs.  Games,  after  being  in 
this  group  presumably  for  many  months,  so  upset  that  she  actually  leaves 
the  room  and  comes  back  only  when  the  therapist  asks  her  to  return,  but 
remains  uncommunicative?  At  this  point  I  am  wondering  about  Mrs. 
Games'  behavior.  We  don't  really  know  too  much  about  Mrs.  Games,  but 
is  it  not  possible  to  assume  that  possibly  Mrs.  Games  realizes  unconsciously 
that  now  is  the  time  to  attack  Mrs.  Henry — for  her  own  good?  As  fanciful 
as  this  may  seem,  this  writer  is  convinced  of  the  wisdom  of  people  who 
are  untutored  in  psychotherapy,  and  I  have  frequently  marveled  how 
wise  even  a  lobotomized  schizophrenic  can  be,  seeing  and  evaluating 
things  that  appear  correct  to  me  only  after  the  fact.  And  so,  I  would  insist 
on  the  hypothesis  that  Mrs.  Games'  outburst  came  at  precisely  the  right 
time,  at  just  the  moment  when  Mrs.  Henry  needed  this  treatment,  and 
that  it  was  intuitively  timed. 

The  second  mystery,  which  I  believe  I  can  better  understand,  is  the  con- 
nection between  this  outburst,  aggressive  and  negative  as  it  seemed  to  be, 
and  the  miraculous  result  it  had.  We  learn  that  Mrs.  Henry  missed  the  next 
meeting.  Surely  this  meant  that  she  had  reacted  negatively  to  Mrs.  Games' 
intemperate  and  destructive  outburst.  "Oh,  Mrs.  Games,"  I  can  imagine 
the  therapist  feeling,  "could  you  not  have  contained  yourself?  Now,  all 
is  lost  with  Mrs.  Henry.  She  never  missed  a  session  before,  and  now  you 
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have  caused  perhaps  irreparable  damage  to  another  liiiinari  hfin^."  I'lr- 
liaps  it  was  for  tliis  reason  the  therapist  wrofe  to  Mrs.  Henry.  AnrJ  then 
she  appeared,  and  "wore  a  colorful  dress,  was  carefully  made-up,  and  hud 
a  permanent  wave."  And  she  "seemed  cheerful  and  proudly  announced 
that  she  had  bc^en  absent  the  wcvk  b(;fore  because  she  had  an  appr)intrrif-nf 
to  apply  for  a  job."  Surely  this  instantaneous  change  was  a  miracle,  but 
what  is  the  reason? 

Whether  we  can  trust  the  patient's  introspections  is  doubtful.  I  do 
believe  that  perhaps  there  was  something  to  her  arguing  that  the  thera- 
pist's behavior  in  siding  with  her  had  helped  her  to  realize  "how  mad  I 
was  at  my  mother  for  preferring  my  sister  to  me,"  but  I  bcih'cve  that  the 
truly  more  important  element  was  the  recreation  of  the  family  situaticm, 
with  Mrs.  Carnes  representing  possibly  the  rejecting  mother  and  the  pre- 
ferred older  sister,  and  that  in  Mrs.  Henry  winning  the  battle  over  Mrs. 
Carnes,  (I  made  her  cry!  I  made  her  cry!)  may  have  signaled  a  victor)' 
for  a  never  discontinued  battle  within  her.  And  also,  perhaps,  Mrs.  Henr)' 
perceived  Mrs.  Carnes'  distress  as  a  truly  loving  act,  one  in  which  real 
consideration  and  emotion  are  shown — not,  mind  you,  at  Mrs.  Henry's 
obnoxious  behavior,  but  rather  to  Mrs.  Henry's  own  self -degradation  as 
shown  by  her  unattractive  dress. 

I  am,  therefore,  attempting  to  second-guess,  and  so  cannot  accept  the 
therapist's  own  discussion  at  the  end  of  the  case  as  the  reason  for  Mrs. 
Henry's  recall  to  life,  except  to  aver  that  it  could  be  supporting.  The  crux 
of  the  therapy,  I  am  convinced,  had  its  locus  in  the  other  patient,  who 
undoubtedly  was  concomittantly  helped,  rather  than  in  the  therapist.  I 
am  highly  gratified  to  notice,  on  looking  over  the  record  once  again,  that 
the  contributor  of  this  incident  mentions,  "Mrs.  Carnes  showed  beneficial 
effects,  also." 

Ashley  Montagu  .  .  . 

I  wonder  what  may  be  the  "true"  reason  for  the  progress  in  this  case. 
Perhaps  the  comments  that  follow  delve  beneath  the  surface  of  these 
interactions,  but  I  would  be  the  last  to  assert  that  my  assumptions  and 
reconstructions  are  accurate.  Each  of  us  sees  reality  in  terms  of  his  past 
experiences,  our  unique  global  apperception  of  subjective  ti-uth. 

Mrs.  Henry  felt  rejected  by  her  world.  Her  father  had  abandoned  her 
psychologically  by  his  retreat  from  life — her  mother  had  pushed  her  away 
in  favor  of  a  younger  sister — and  she  came  to  view  herself  s^iubolically  as 
less  than  dirt  beneath  her  feet,  a  li\ ing  piece  of  garbage.  Her  s\mptoms  of 
not  washing,  making  herself  unattractive,  were  all  consistent  expressions 
of  her  self-regard — she  wore  the  badge  of  her  essence  for  all  to  see.  But 
at  the  same  time  we  can  be  sure  she  was  desperately  signalling,  like  a 
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shipwrecked  mariner  on  an  inhospitable  ocean,  for  attention — for  love 
and  consideration  which  had  been  denied  her,  and  which  she  so  urgently 
needed.  This  craving  for  attention  was  signaled  not  only  by  her  manner 
of  appearance,  and  also  by  her  going  to  psychiatrists,  but  mostly  by  her 
compulsive  talking.  I  have  found  that  talkativeness  is  one  of  the  most 
constant  symptoms  of  starvation  for  love. 

The  group  became  her  family.  The  therapist  was  the  mother,  the  other 
members  were  her  "sisters."  Mrs.  Games  then  represented  the  favored 
younger  sister  with  whom  the  other  sisters  had  sided — against  Mrs.  Henry. 
The  therapist's  permissive  attitude  to  Mrs.  Games  simply  confirmed  in 
Mrs.  Henry's  distorted  perceptions  that  the  world  was  all  of  a  piece — 
and  that  once  again  others  were  preferred  over  her,  that  once  again  she 
was  rejected.  The  blow  to  Mrs.  Henry,  when  Mrs.  Games  attacked  her, 
was  heightened  and  enhanced  when  it  appeared  after  Mrs.  Henry  had 
quieted  down,  had  become  more  acceptable  to  her  sisters:  and  thus,  was 
even  more  a  confirmation  of  the  unfair  cruelty  of  life. 

This  situation  seems  now  to  have  been  the  critical  incident  in  Mrs. 
Henry's  life.  Had  it  been  handled  with  indifference  or  perhaps  in  any  other 
manner  than  the  way  it  was  handled,  Mrs.  Henry  would  once  again  have 
felt  left  out  and  let  down  by  life.  She  remained  away  to  see  what  would 
happen,  whether  anyone  would  notice  her  absence  and  whether  anyone 
would  care.  To  her  amazed  delight  she  noticed  that  her  substitute  mother, 
the  therapist,  and  her  sister  surrogates  did  care.  She  was  no  longer  re- 
jected, no  longer  unfairly  treated,  no  longer  the  "unclean"  one.  The  be- 
havior of  the  therapist  was  not  the  behavior  of  the  mother.  And  at  this 
moment  she  realized  how  "mad"  she  had  become  at  the  mother  for  pre- 
ferring the  sisters.  She  felt  reassured  by  the  group's  demonstration  of  in- 
terest, and  in  the  continuing  accepting  situation.  Previously,  people  had 
been  at  the  same  time  hostile  and  indifferent;  now  they  showed  love  and 
consideration.  A  step  had  been  taken  in  the  right  direction.  Further  prog- 
ress would  then  depend  on  the  consistency  of  the  group's  treatment  along 
the  lines  indicated. 

This  case  brings  into  high  relief  several  important  matters.  First  is  the 
utmost  value,  in  cases  of  this  sort,  of  the  therapeutic  necessity  of  a  group 
situation.  The  re-enactment  of  the  family  experience  in  the  group  situa- 
tion could  only  have  occurred  in  the  midst  of  others,  and  was  a  reality 
substitute  for  her  past  which  closeted  interviews  with  a  therapist  could 
not  establish.  Often  what  a  patient  may  need  is  not  direction,  guidance, 
or  explanation  which  may  not  penetrate  beneath  the  superficial  level  of 
the  intellect,  but  rather  something  which  goes  deeper,  to  the  essence  of 
the  personality. 

The  next  matter  is  the  tremendous  importance  of  love.  If  love  is 
not  enough,  then  neither  is  understanding.  But  the  simultaneous  combina- 
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tion  of  both  reinforces  either  and  may  provide  a  dynamism  Ixinatli 
whose  surgent  power  even  Mrs.  Henry's  long-lasting^  disl(;rtion  of  reality 
and  her  firmly  entrenched  perceptions  (;f  licrscli  had  to  vicld. 

I  believe  that  the  therapist's  action  in  going  beyond  the  more  conven- 
tional and  limited  conception  of  therapy  being  confined  solely  within  the 
group — that  is  to  say,  to  attempt  to  reach  out  to  this  desperately  ijnhapf)y 
woman  by  writing  to  her — is  a  tribute  to  the  therapist's  wisdom  in  realizing 
that  this  extra  investment  in  Mrs.  Henry  could  be  the  straw  tfiat  w<iuld 
break  the  camel's  back — to  recall  Mrs.  Henry  back  to  life. 


J.  L.  Moreno  .  .  . 

The  crux  of  the  incident  occurred  when  Mrs.  Games  burst  into  tears, 
told  Mrs.  Henry  that  she  resented  her,  and  then  abruptly  walked  out  oi 
the  room. 

It  is  a  point  of  the  highest  involvement,  externally,  betw  een  them,  in 
the  momentary  action  in  situ,  and  internally,  in  each  of  them  in  reference 
to  many  corresponding  situations  in  the  past  or  future.  The  therapist 
should  not  let  such  an  opportunity  go  by  without  making  a  direct  attack 
jupon  the  syndrome,  unless  there  is  a  contraindication  or  some  good  reason 
ito  hope  that  a  better  opportunity  will  break  in  the  course  of  action.  The 
therapist  may  not  "know"  what  the  actual  dynamics  of  the  syndrome  are, 
and  he  may  never  know  anything  about  it  unless  he  undertakes  an  explora- 
tory operation  like  a  surgeon  would.  In  the  course  of  the  operation  he  hopes 
tto  find  where,  topologically,  and  what,  dynamically,  the  trouble  is.  In  this 
^moment,  therefore,  the  psychotherapist  has  the  indication  to  step  in.  He 
could  step  in  at  four  points  in  time,  which  means  acting  within  the  rush 
of  a  few  seconds. 

The  first  moment  (A)  is  when  Mrs.  Games  burst  into  tears  and  told 
bff  Mrs.  Henry.  At  this  moment  he  coud  have  stepped  in  himself  or  as  an 
lauxiliartj  ego.  By  doubling  Mrs.  Henry  she  may  be  pro\'oked  to  respond 
to  Mrs.  Games,  verbally  or  in  action.  If  he  could  get  Mrs.  Henry  into  the 
production,  other  techniques  such  as  role  reversal  and  soliloquy  might  be 
used  to  get  into  the  relationship  of  both  before  the  incident  de\elops  any 
further.  But  let  us  imagine  that  he  lets  this  first  potential  indication  pass. 

He  has  a  second  moment  (B)  when  Mrs.  Games  walks  out  of  the  room. 
This  moment  may  indicate  fruitful  intervention  for  theoretical  as  well  as 
for  therapeutic  reasons.  Instead  of  merely  going  after  her  and  asking  her 
to  retum,  displaying  his  approval  or  disapproxal  in  a  patemal  way,  he 
could  have  turned  the  walking  out  process  into  a  psychodramatic  scene. 

A  third  moment  ( G )  is  when  the  protagonist  came  back  and  remained 
silent.  At  a  time  of  comparative  relaxation  of  both  protagonists,  die  ten- 
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sion  of  the  entire  group  could  have  been  mobihzed  in  favor  of  a  structured 
psychodramatic  session,  so  to  speak,  trying  to  tap  the  wound  before  the 
warmup  was  dispersed. 

A  fourth  opportunity  ( D )  for  intervention  came  up  in  the  next  meet- 
ing, when  Mrs.  Henry  was  absent.  There  and  then,  with  the  help  of  the 
entire  group,  the  relationship  between  Mrs.  Games  and  the  absent  Mrs. 
Henrv%  represented  by  one  or  more  auxiliary  egos,  could  have  been  worked 
out,  the  therapeutic  session  developing  into  a  "training"  and  "rehearsal" 
session  as  to  what  to  expect  from  Mrs.  Henry  and  how  the  relationship 
bet^veen  the  two  protagonists  could  be  adjusted,  using  Mrs.  Games,  the 
aggressor,  as  her  own  therapist  and  as  the  therapist  of  the  other. 

These  four  indications  for  intervention  should  bring  out  on  different 
levels  of  depth  the  dynamic  meaning  of  their  conflict  and  its  direction,  past 
and  future.  If  the  indication  in  moment  A  had  been  used,  it  might  have 
mobilized  the  spontaneity  of  the  entire  group  against  the  "aggressor,"  by 
having  them  come  to  Mrs.  Henry's  rescue  in  the  midst  of  the  outburst. 
This  might  have  resulted  in  a  fmstrated  anxiety  in  Mrs.  Games,  turning 
her  towards  the  therapist  for  help  against  the  group  which  would  not 
permit  her  to  complete  her  anger  against  Mrs.  Henry.  She  left  the  room 
after  her  job  was  done,  and  she  felt  ashamed  and  annoyed;  she  may  have 
been  caught  in  the  middle  of  warming  up  her  anger.  Her  spontaneous 
urge  to  ex-plode  her  anger  may  have  been  greater  than  her  anxiety  to  escape 
the  group  and  run  awav.  She  might  have  stood  there  stubbomly  to  bring 
her  expression  of  hostility  to  a  finale.  It  is  like  somebody  who  has  a  good 
erection  and  is  engaged  with  a  female  partner  in  a  sexual  intercourse  when, 
in  this  moment  of  greatest  physical  and  emotional  involvement,  a  group 
of  voyeurs  suddenlv  step  in.  Similarly,  the  group  of  patients  facing  the 
argument  between  Mrs.  Games  and  Mrs.  Henry  can  be  considered  as 
voyeurs  and  intervening  inti'uders.  Gaught  in  fagranti  in  such  a  moment, 
the  warmup  and  spontaneity  manifesting  itself  in  the  sexual  act  may  be 
more  precious  to  the  sexual  actors  than  the  anxiety  and  shame  to  stop  the 
act  or  leave  the  room.  They  want  to  continue  and  finish  the  sexual  act. 
If  in  such  a  moment  the  therapist  steps  in,  halts  the  group  from  aggres- 
sion against  Mrs.  Games,  and  gives  her  a  chance,  so  to  speak,  to  finish  her 
act,  he  may  turn  a  rudimentary  session  productive. 

This  is  one  possible  altemative.  There  are  many  other  alternatives 
which  depend  upon  the  composition  of  the  group  (only  women,  only  men, 
or  a  mixed  group),  the  sociometric  position  of  the  two  protagonists  in  the 
group,  and  manv  other  factors.  The  dynamics  of  the  incident  cannot  be 
divorced  from  the  dynamics  of  the  structure  of  the  group  and  the  imme- 
diate milieu. 

The  therapeutic  objective  of  the  session  may  be  simple  and  clear,  but 
the  ways  to  attain  it  are  nmnerous  and  unpredictable  on  paper. 
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History 

A  33-year-old  woman  asked  her  physician  to  refer  her  to  a  psy- 
chiatrist because  of  her  fear  of  "going  insane."  To  the  male  psychia- 
trist, she  admitted  her  fear  of  killing  her  four-year-old  adopted 
daughter,  but  did  not  amplify.  There  were  references  to  an  extremel) 
unhappy  childhood,  but  the  severe  anxiety  and  agitation  blocked 
communication.  The  psychiatrist  referred  the  patient  for  extended 
psychotherapy  with  his  associate,  a  woman  psychologist. 

In  the  ensuing  psychotherapy,  decisions  had  to  be  made  regard- 
ing the  degree  and  kind  of  therapeutic  activity.  The  patient  had 
grown  up  with  an  unusually  punitive,  deprixing,  and  dominating 
grandmother  who  hated  men  and  was  separated  from  her  own  hus- 
band, but  who  favored  the  patient's  older  brother  in  all  ways  calcu- 
lated to  arouse  frustration  and  jealousy  in  the  patient.  The  patient 
seemed  to  have  incorporated  much  of  the  grandmother's  dominating 
and  hostile  personality.  In  therapy,  after  the  initial  working-through 
;of  disorganizing  anxiety,  she  maintained  very  active  control  of  e\ery 
■  therapeutic  hour,  apparently  needing  to  keep  the  therapist  passi\e 
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except  for  soliciting  support  of  her  child-rearing  methods.  She  had 
attended  an  adult  education  project  in  which  nursery  care  for  chil- 
dren was  accompanied  by  group  discussions  of  child-parent  prob- 
lems. From  this  she  had  derived  an  excellent  understanding  of  parent- 
cliild  relationships  which,  combined  with  awareness  of  her  own 
childhood  unhappiness,  produced  very  constructive  maternal  pat- 
terns. The  genuineness  of  her  insights  was  confirmed  by  the  sponta- 
neity and  creativity  of  the  child,  whose  adjustment  was  also  facili- 
tated by  a  very  gentle  and  understanding  adoptive  father,  the 
patient's  husband.  Nevertheless,  it  seemed  evident  that  the  patient 
also  felt,  toward  the  child,  intense  but  suppressed  hostility,  which 
was  kept  inactive  and  unexplored  by  the  reaction-formation  of  the 
"good-mother-role,"  for  which  she  solicited  therapeutic  reinforce- 
ment. The  therapist  therefore  saw  a  choice  between,  on  the  one  hand, 
actively  supporting  the  good-mother  defense  and  remaining  rela- 
tively passive  otherwise,  or,  on  the  other  hand,  interpreting  to  the 
patient  the  defensive  nature  of  her  "good-mother-role"  and  helping 
her  to  face  the  underlying  hostility.  The  therapist's  decision  to  work 
on  the  level  chosen  by  the  patient  was  based  partially  on  the  Ror- 
schach, which  revealed  an  inadequate  ego-structure  and  such  path- 
ological indicators  as  a  pure  C  response,  "blood." 

During  months  of  this  reintegrative  work,  the  therapist  sensed  a 
growing  negative  transference,  which  also  remained  inaccessible  to 
exploration.  Clarifying  clues  were  provided  by  the  patient's  content, 
which  moved  gradually  from  preoccupation  with  the  daughter  to 
the  patient's  own  early  experiences.  During  the  preschool  period  she 
had  lost  first  her  father,  through  her  parents'  divorce,  and  then  her 
mother,  who  remarried  and  moved  to  another  state,  leaving  the  pa- 
tient and  her  brother  with  the  maternal  grandmother.  The  grand- 
mother emphasized  her  sacrifice  in  caring  for  the  patient  and  kept 
her  under  control  through  threats  of  an  orphange.  The  patient's 
attempts  at  self-expression  were  used  by  the  grandmother  as  an 
excuse  for  deprivation  and  humiliating  punishment.  Nevertheless, 
tlie  grandmother  was  the  patient's  source  of  security;  and,  as  an 
adult,  she  remained  bound  by  a  sense  of  obligation  and  uncon- 
sciously obedient  to  the  grandmother's  dictate:  "Never  trust  or  de- 
pend on  anyone." 

The  grandmother's  dictate  that  the  patient  should  always  love 
her  mother  became  particularly  confusing  after  the  mother's  return 
during  the  patient's  adolescence.  Instead  of  the  hoped-for  love,  the 
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patient  received  viciously  expressed  hatred  from  tlif;  rnotlier,  vvlio 
apparently  saw  the  patient  as  a  rival  for  the  grandinfjtlier's  favf;r. 
During  these  severely  traumatic  years,  the  pati(;nt's  mother  called 
her  "crazy"  and  threatened  her  with  an  "asylum." 

Incident 

As  the  patient  talked  of  these  experiences,  slie  became  m(jre 
wary  of  the  therapist  and  began  to  cancel  appointments.  It  was  over 
the  telephone  that  she  stated  her  decision  to  terminate.  The  therapist 
had  to  make  an  on-the-spot  decision  whether  to  influence  the  patient's 
decision  or  simply  to  accept  it.  Because  the  patient  manifested  sucli 
an  urgent  need  to  "escape,"  the  therapist  remained  passive,  other 
than  telling  the  patient  she  was  welcome  to  return  at  anv  time. 

It  was  almost  a  year  later  that  the  patient  voluntarily  returned 
to  the  same  therapist.  Her  greatly  increased  receptivitv  to  help 
seemed  related  to  the  regression  that  had  occurred.  During  the  first 
therapy,  she  had  regained  the  lost  ability  to  drive  a  car;  but  tliis  was 
again  lost,  and  the  patient  was  now  unable  even  to  leave  the  house 
without  her  husband.  Her  use  of  alcohol  was  also  getting  out  of  con- 
trol. On  the  positive  side  of  the  ledger,  the  patient  seemed  to  have 
used  the  interim  period  to  work  through  some  of  the  transference,  for 
her  fear  and  distrust  of  the  therapist  were  definitely  diminished. 

The  rather  sudden  deaths  of  her  husband's  parents  and  oldest 
brother,  early  in  the  second  therapy,  stimulated  reactixation  of  old 
defenses  as  she  actively  worked  with  her  husband  on  family  affairs. 
She  would  overextend  herself  beyond  the  point  of  exhaustion,  and 
then  act  out  her  hostility  and  feelings  of  persecution.  This  time  the 
therapist  actively  interpreted  defenses,  and  this  led  to  a  re\elation 
of  the  original  incentive  for  therapy.  In  great  turmoil,  the  patient 
brought  a  dream  in  which  she  felt  great  anger  toward  her  daughter, 
beat  her,  and  saw  blood  everywhere.  She  then  re\ealed  that,  before 
seeking  therapy  the  first  time,  she  had  in  fact  lost  control  and  had 
beaten  her  daughter  unmercifull\\  leaxing  the  child  se\erely  bruised. 
It  was  now  possible  to  begin  exploration  of  the  patients  hatied  and 
jealousy  of  her  child.  The  therapist's  sympathetic  and  nonjudg- 
mental  acceptance  provided  a  basis  for  positive  feelings,  which  the 
patient  expressed  toward  the  therapist.  She  then  became  able  gradu- 
ally to  verbahze  her  hatred  and  fear  of  the  tlierapist  as  the  rejecting 
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mother  wlio  would  bring  about  her  permanent  imprisonment  in  a 
mental  hospital.  Therapeutic  progress  was  greatly  facilitated  by  this 
communication. 

Discussion 

There  is  currently  steady  progression  in  the  production  of  deeply 
significant  material,  and  the  patient  continues  to  be  able  to  examine 
her  ambivalences  toward  the  therapist,  toward  her  child,  and  others. 
She  is  now  deeply  involved  in  her  therapy,  and  occasionally  re- 
minds the  therapist  that  she  has  years  of  therapeutic  work  ahead. 
However,  she  suffers  intensely  and  is,  at  times,  overwhelmed  by 
doubt  and  despair.  At  home,  she  continues  in  a  regressed  state,  sleep- 
ing much  of  the  time,  unable  to  assume  her  old  responsibihties,  and 
limited  in  her  living  bv  deep-seated  phobias.  She  speaks  of  how 
she  has  changed  from  a  jumpy  and  sharply  aggressive  woman  to  a 
calm  and  subdued  one.  She  says  she  likes  this  change  but  is  not  yet 
used  to  it.  In  therapy  she  relates  much  like  a  young  child.  The  thera- 
pist feels  optimistic  about  the  eventual  outcome  but  wonders  if  a 
different  therapeutic  approach  might  have  achieved  as  much  at  less 
cost  to  the  patient. 

Rudolf  Dreikurs  .  .  . 

Comment  on,  and  evaluation  of,  this  incident  is  greatly  hampered  by 
the  completely  different  frame  of  reference  of  the  reporter  and  this  re- 
viewer. A  great  many  statements  are  difficult  to  assess  from  my  point  of 
view.  I  have  never  experienced  a  situation  where  "severe  anxiety  and  agita- 
tion blocked  communication,"  as  reported  in  the  first  paragraph.  There 
was  always  one  point  of  departure  where  understanding  and  communica- 
tion was  possible.  The  term  "initial  working-through  of  disorganizing 
anxiety"  is  meaningless  to  me.  I  do  not  recognize  any  "disorganizing" 
anxiety  since  every  anxiety  has  meaning  and  function  and  is  usually  well 
organized  if  one  understands  its  purpose.  It  is  difficult  for  me  to  perceive 
how  a  patient  could  maintain  "very  active  control  of  every  therapeutic 
hour."  I  have  never  experienced  such  a  predicament.  A  patient  may  want 
to  keep  me  passive,  but  does  that  mean  that  I  have  to  submit  to  such  a 
desire?  From  my  frame  of  reference  this  is  bad  therapeutic  procedure;  but 
I  understand  well  that  it  is  perfectly  acceptable  in  different  orientations. 

I  see  no  evidence  for  the  therapist's  assumption  of  evident  and  intense 
but  suppressed  hostility  which  the  patient  felt  toward  her  child.  Why  is 
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licr  "good-motlicr-rolc"  considered  a  reaction-formation  vvhcTi  the  child 
sliowcd  spontaneity,  cr(!ativity,  and  adjiistinfnt?  If  tlu^rc  was  anv  "nndf-r- 
lying  liostility"  which  would  estabh'sh  "the  defensive  nature  of  fier  ;^ood- 
motlier-role,"  the  therapist  failed  in  my  opinion  to  give  the  evidence. 

The  most  striking  re-mark  is  the;  report  that  the  therapist  sensed  a  grow- 
ing negative  transference  "which  remained  inaccessible  to  exploratitjn." 
The  use  of  such  labels  seems  to  becloud  the  problem.  Terms  like  "negative 
transference"  and  "resistance"  are  used  when(;ver  the  relationship  between 
therapist  and  patient  deteriorate;  then  the  therapist,  often  not  knowing 
what  to  do,  may  blame  the  patient  for  the  unfavorable  d(!velopment.  Actu- 
ally, such  situations  usually  occur  when  the  goals  of  the  therapist  and  of 
the  patient  clash  or  diverge.  A  careful  investigation  could  clarify  such 
divergences  and  lead  to  some  agreement.  Here  the  therapist  received 
"clues"  from  the  patient's  early  experience  leading  to  the  conclusions  that 
she  could  not  trust  or  depend  on  anyone.  This  may  be  so;  but  there  is  no 
report  of  the  therapist's  effort  to  overcome  the  patient's  distrust.  Is  it  pos- 
sible that  the  "growing  negative  transference"  came  from  the  patient's  feel- 
ing that  she  did  not  get  any  help  during  the  "months  of  this  reintegrative 
work"?  After  all,  she  came  because  of  her  fear  of  "going  insane,"  and  for 
"soliciting  the  support  of  her  child-rearing  methods,"  if  I  understand  the 
therapist's  report.  What  has  the  therapist  done  to  satisfy  this  desire?  We 
don't  know;  but  from  her  report  we  cannot  see  what  she  has  done  in  either 
regard.  Is  it  possible  that  the  patient  may  have  become  "more  wary  of 
the  therapist  and  began  to  cancel  appointments"  because  she  felt  that 
she  did  not  get  help  in  what  she  wanted,  and  not  because  the  discussion 
of  her  childhood  made  her  break  up  the  therapy  due  to  growing  "resist- 
ance"? Considering  this  possibility,  the  therapist  may  not  have  been  so 
certain  that  this  attitude  of  the  patient  manifested  "an  urgent  need  to 
escape."  Only  a  therapist  who  does  not  constantl)'  scrutinize  his  own  role 
is  inclined  to  blame  every  therapeutic  impasse  on  the  patient,  calling  it 
negative  transference,  resistance,  or  here  "escape."  In  my  opinion,  it  was 
a  grave  mistake  to  accept  passively  the  patient's  "decision "  to  quit  without 
exploring  her  dissatisfaction  with  the  treatment. 

In  this  sense,  the  therapist  seems  to  be  partly  responsible  for  tlie 
worsening  condition  of  the  patient  during  the  following  )ear.  I  fail  to 
understand  why  the  deterioration  is  called  regression.  To  \\hat  has  the 
patient  regressed  in  not  leaving  the  house  ^^ithout  her  husband,  or  in 
beginning  to  drink  too  much?  This  seems  a  loose  use  of  the  word  "regres- 
sion." It  can  only  mean  here  that  the  patient  got  \\'orse.  And  because  she 
now  was  determined  to  get  help,  the  therapist  interprets  tliis  as  indicating 
that  she  had  "used  the  interim  period  to  work  through  some  of  the  ti\ms- 
ference."  It  seems  obvious  that  such  concepts  and  terms  do  not  do  justice 
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to  the  real  issue  and  prevent  the  therapist  from  understanding  what  ap- 
parently took  place.  We  can  see  that  the  patient  was  less  resistant.  But 
was  it  really  that  "her  fear  and  distrust  of  the  therapist  were  disminished," 
since  we  did  not  have  any  evidence  for  this  assumption  by  the  therapist? 
Or  was  it,  perhaps,  that  the  patient  now  suffered  so  much  that  she  wanted 
help  at  all  costs,  and  had  overcome  her  anger  and  dissatisfaction  with  her 
therapist  in  one  year  of  increasing  suffering  and  discomfort?  Such  consid- 
erations seem  not  to  have  occurred  to  the  therapist  who  is  apparently  satis- 
fied with  the  simple  labels  of  "transference"  and  "resistance.' 

The  therapist  seems  to  be  highly  satisfied  with  "the  second  therapy" 
and  even  optimistic  about  the  outcome.  This  reviewer  cannot  share  this 
evaluation.  He  agrees  that  "a  different  therapeutic  approach  might  have 
achieved  as  much  at  less  cost  to  the  patient,"  as  the  therapist  cautiously 
suggests;  another  approach  may  even  have  prevented  the  gradual  wors- 
ening of  the  situation  and  the  bad  condition  in  which  the  patient  finds  her- 
self in  the  "incident." 

I  do  not  know  which  defenses  the  therapist  "actively  interpreted,"  nor 
do  I  agree  with  what  she  considered  "the  original  incentive  for  therapy." 
According  to  the  therapist,  it  was  the  patient's  hatred  and  jealousy  of  her 
child.  Such  questionable  interpretations  of  dynamics  are  understandable 
if  one  explores  the  unconscious  and  not  the  actual  movements  of  the  pa- 
tient. Without  having  the  necessary  information  about  the  patient's  early 
childhood,  I  am  in  no  position  to  be  certain  of  her  goals  in  life.  The  data 
which  the  therapist  reports  brings  only  the  material  of  what  others  had 
done  to  the  patient  during  her  childhood,  as  if  she  had  been  a  passive 
recipient  of  the  actions  of  father,  mother,  and  grandmother,  and  not  an 
active  participant  in  the  interaction  with  all  of  these.  We  do  not  know 
what  her  methods  of  response  were.  But  there  seems  to  be  sufficient  evi- 
dence that  her  main  goal  in  life  was  to  be  good.  Only  if  she  could  be  good, 
would  she  have  a  place.  The  therapist  may  consider  this  a  "defense."  The 
question  is,  defense  against  what?  From  the  theoretical  frame  of  reference 
of  the  therapist  we  can  assume  that  she  meant  defense  against  her  own 
hostility,  against  her  guilt  and  hatred.  From  our  point  of  view,  it  may  be 
called  defense  against  social  humiliation  and  rejection.  Actually  such 
desire  to  be  "good"  can  be  regarded  not  as  a  defense  but  as  a  means  to  find 
a  place,  although  not  a  very  safe  one.  Because  as  soon  as  the  patient  can- 
not be  as  good  as  she  thinks  she  ought  to  be,  she  is  bound  to  get  into 
trouble.  And  that  apparently  happened  to  her,  particularly  in  regard  to 
her  daughter.  It  seems  that  she  actually  was  a  good  mother.  According  to 
the  therapist  "she  had  derived  an  excellent  understanding  of  parent-child 
relationships  which  .  .  .  produced  very  constructive  maternal  patterns." 
The  "genuiness  of  her  insight"  was  recognized.  But  then  she  got  into 
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trouble  because  contemporary  relationships  between  parents  and  children 
make  it  almost  impossible;  to  avoid  clashes  and  conflicts.  And  this  patient, 
with  luT  high  standards,  was  apparently  nnabl(!  to  face  her  anger  t(;ward 
and  her  defeat  by  her  child.  The  ensuing  incidental  "hostility"  with  which 
she  could  not  deal  was  accentuated  by  the  therapist's  assumption  of  a 
deep  underlying  hostility  in  the  patient.  Instead  of  helping  her  t(j  see  that 
one  could  get  angry  and  hostile  without  being  "bad,"  the  approach  of  the 
therapist  made  this  badness  worse  by  considering  it  an  integral  part  of 
her  nature.  No  wonder  that  the  patient,  now  under  treatment  for  con- 
siderable time,  "suflFers  intensely  and  is,  at  times,  overwhelmed  by  doubt 
and  despair,"  continuing  in  a  "regressed  state,"  unable  to  assume  her  re- 
sponsibilities and  plagued  by  "deep-seated  phobias."  True  enough,  she 
renounced  her  desire  to  be  good,  stopped  being  jumpy  and  aggressive, 
and  became  calm  and  subdued.  This  is  a  small  comfort  in  a  state  of  com- 
plete demoralization,  which  in  my  opinion  can  be  directly  attributed  to 
this  form  of  treatment. 

The  crucial  moment  was  the  dream  in  which  the  patient  "felt  great 
anger  toward  her  daughter,  beat  her,  and  saw  blood  everywhere."  Then 
she  revealed  that  she  had — before  she  started  her  first  treatment — "lost 
control  and  had  beaten  her  daughter  unmercifully,  leaving  the  child 
severely  bruised."  To  begin  with,  it  indicates,  in  my  opinion,  a  deficiency 
of  a  therapeutic  approach,  if  such  important  material  comes  out  only 
after  prolonged  treatment,  here  only  in  the  "second  therapy."  A  therapist 
who  can  win  the  patient's  confidence  and  explore  the  patient's  thoughts 
and  actions  might  have  been  able  to  get  this  material  in  the  first  few- 
interviews.  Because,  after  all,  that  was  the  patient's  original  desire  for 
therapy,  and  apparently  the  basis  for  her  fear  of  becoming  insane.  One 
usually  does  not  need  a  dream  years  after  the  beginning  of  therapy  to 
solicit  such  a  crucial  occurrence.  If  anything,  this  fact  alone  justifies  doubts 
about  the  approach  used  by  this  therapist. 

To  make  it  worse,  the  therapist  fell  for  the  patient's  mistaken  assimnp- 
tion.  Instead  of  helping  her  to  see  that  losing  control  does  not  make  her 
a  bad  mother  or  woman,  the  therapist  used  both  dream  and  incident  to 
fortify  the  patient's  mistaken  self-evaluation  by  exploring  further  "the 
patient's  hatred  and  jealousy  of  her  child."  Regardless  of  how  much  the 
therapist  may  credit  herself  with  "sympathetic  and  nonjudgmental  accept- 
ance," it  is  she  who  emphasizes  what  the  patient  erroneously  is  afraid  of, 
namely,  that  she  is  no  good  if  she  once  permits  herself  to  lose  control  and 
beat  her  daughter.  This  is  probably  the  worst  thing  one  can  do  to  this 
woman — and  the  therapist  did  it.  I  cannot  see  how  such  a  therapeutic 
attitude  can  bring  any  good  results.  From  what  is  presented  in  this  report. 
I  could  not  share  the  therapist's  optimism  about  the  eventual  therapeutic 
success. 
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Albert  Ellis  .  .  . 

I  fully  share  what  seem  to  be  the  therapist's  misgivings  about  the  ap- 
proach employed  in  this  case.  My  feeling  is  that,  from  the  start,  the  thera- 
pist was  unduly  intimidated  by  the  patient's  symptoms  and  by  her  Ror- 
schach responses.  Pathological  indicators  such  as  shown  by  this  patient 
are  seen  in  innumerable  individuals  who  come  for  therapy;  and  if  they 
are  always  to  be  taken  as  signs  that  the  therapist  must  tread  exceptionally 
easy  and  use  highly  passive  approaches,  little  progress  in  individual  cases, 
and  in  the  theory  and  practice  of  psychotherapeutic  technique,  is  likely  to 
be  made. 

My  own  feeling  is  that  the  "growing  negative  transference"  which  oc- 
curred during  the  patient's  first  therapy  experience  was  caused  not  so 
much  by  the  traumatic  experiences  which  she  was  talking  about  in  the 
therapy  but  largely  by  the  therapist's  passive,  almost  negative  attitude 
toward  these  experiences.  The  patient,  like  so  many  patients  who  relate 
these  kinds  of  experiences,  was  mutely  begging  the  therapist,  as  it  were, 
to  help  change  her  attitudes  toward  these  early  traumatic  events;  to  help 
her  gain  a  positive,  constructive  philosophy  which  would  enable  her  to 
surrender  her  early  fears  of  losing  her  mother's  approval  or  "going  crazy." 
The  therapist,  instead  of  rising  to  this  challenge,  kept  passively  letting 
the  patient  ventilate  her  feelings  which,  by  itself,  rarely  leads  to  changed 
attitudes  toward  such  feelings.  Naturally,  under  these  circumstances,  the 
patient  began  to  get  more  instead  of  less  disturbed,  and  to  retreat  from 
therapy. 

At  this  point,  when  the  patient  wanted  to  withdraw,  the  therapist 
should  have  sensed  the  error  of  her  procedure  and  taken  a  much  more  ac- 
tive stand.  But,  still  intimidated  by  the  patient's  symptoms  and  Rorschach, 
and  still  adhering  much  too  rigidly  to  passivity,  she  interpreted  the  pa- 
tient's need  to  escape  from  her  as  a  need  to  escape  from  therapy.  Only  by 
sheer  luck,  in  my  estimation,  did  the  patient  subsequently  return  for  treat- 
ment and  begin  to  work  through  some  of  her  problems.  In  the  great  ma- 
jority of  cases  where  patients  leave  therapy  as  this  one  did,  they  never 
return;  and  the  fact  that  this  one,  quite  exceptionally,  did  return,  is  no  good 
reason,  in  my  estimation,  to  sustain  the  approach  employed. 

It  is  notable  that,  in  the  course  of  the  second  set  of  therapeutic  sessions, 
when  "the  therapist  actively  interpreted  defenses  .  .  .  this  led  to  a  revela- 
tion of  the  original  incentive  for  therapy."  I  am  willing  to  wager  that  active 
interpretation  during  the  first  series  of  sessions  would  have  had  the  same 
result;  and  that  this,  added  to  an  active  attack  on  the  patient's  early-incul- 
cated attitudes  involving  her  dire  need  to  be  loved  and  her  guilt  about  her 
feelings  for  mother  and  grandmother,  would  have  brought  equally  good 
therapeutic  results  at  much  less  cost  to  the  patient. 
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J.  McV.  Hunt  .  .  . 

I  am  inclined  to  believe  that  the  fact  that  this  patient  asked  to  be 
referred  to  a  psychiatrist  because  of  her  fear  of  "going  insane,"  and  that 
she  admitted  to  the  male;  psychiatrist  her  fear  of  killing  her  four-year-old 
adopted  daughter  were  clues  indicating  that  it  might  have  b(;en  wiser  to 
have  chosen  the  alternative  of  interpreting  to  the  patient  the  defensive 
nature  of  her  "good-mother-role"  and  helping  her  to  face  the  underlying 
hostility.  The  fact  that  this  patient  rec(jgnized  her  own  hostility  implies 
that  she  was  more  ready  than  the  therapist  thought  to  examine  her  oun 
hostilities  and  the  reasons  for  them.  It  was  probably  unfortunate  in  this 
case  that  the  therapist  was  a  woman  instead  of  a  man.  The  hate  deriving 
from  the  mistreatment  by  the  patient's  mother  and  grandmother  very 
likely  generalized  to  all  women  to  a  greater  degree  than  it  generalized  to 
all  men.  In  fact,  the  client  brings  this  out  directly,  according  to  the  report, 
after  her  return  for  further  therapy.  Probably,  one  can  now  say  that  the 
evidence  was  at  hand  \\'ith  which  to  make  the  decision  in  terms  of  conflict 
theory.  The  mother's  fear  of  killing  her  daughter  implies  great  hostility, 
and  her  combination  of  understanding  and  usual  performance  of  the  "good- 
mother-role"  implies  that  this  reaction  formation  can  be  maintained  only 
at  great  cost  and  by  bolting  up  the  tendency  for  hostility  to  produce  anx- 
iety. This  argument  is  based  upon  Miller's^  conflict  theory  in  which  hos- 
tility in  this  instance  is  the  approach  response,  and  this  hostility  has  been 
held  in  check  by  its  tendency  to  produce  cues  conditioned  to  anxiety  re- 
sponses which  in  turn  inhibit  hostility. 

As  hostilit^'  mounts  in  strength,  anxiety  must  also  mount  in  strength 
to  hold  back  this  hostility.  The  ultimate  theoretical  outcome  of  continuing 
to  strengthen  the  anxiety  would  be  some  kind  of  immobilization  or  a 
definite  anxiety  hysteria,  probably  coupled  with  occasional  instances  in 
which  the  hostility  would  break  through  and,  once  it  had  broken  through, 
produce  intense  guilt.  \\'ith  the  theoretical  outcome  of  this  kind  of  conflict 
being  something  very  much  like  a  psychosis,  the  risk  of  gently  inter|:>reting 
the  role  of  good -mother  as  a  defense  combined  with  the  ex-pectation  that 
the  patient  herself  has  sometimes  been  hurt  bv  other  people  might  %\ell 
have  overcome  the  suspicion  she  had  of  the  passive  therapist  as  she  mo\ed 
herself  toward  discussion  of  her  mother's  and  grandmother's  roles.  The 
pure  C  response  ("blood")  in  the  Rorschach  mav  not  ha\e  any  relexance 
to  the  individual's  general  status  but  onh'  represent  the  relatixely  tem- 
porary dynamics  of  her  situation  in  relation  to  her  child.  This  candid  report, 
and  this  question  so  honestly  and  candidly  put  forward  by  the  therapist, 
can  only  lead  a  similarly  honest  commentator  to  note  that  hindsight  is  a 

1  Neil  E.  Miller,  "Experimental  Studies  of  Conflict."  in  Personalitij  and  the  Be- 
havior Disorders,  J.  McV.  Hunt  (ed.)   (New  York:  The  Ronald  Press,  1944). 
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lot  better  than  foresight.  On  the  other  hand,  perhaps  if  therapists  would 
think  more  often  of  their  client  as  a  person  in  a  situation  rather  than  as  a 
static  personality  with  a  set  of  relatively  permanent  dynamics,  it  would 
facilitate  confidence  in  looking  carefully  at  the  clues  that  are  put  forward 
at  the  opening  of  therapy.  This  woman  was  asking  for  help,  she  had  recog- 
nized her  own  limitations  in  dealing  with  her  own  hostilities.  Should  not 
these  have  been  dealt  with  as  directly  as  possible? 

J.  W.  Klapman  .  .  . 

What  happened  in  this  instance  is  certainly  far  from  clear.  The  re- 
construction must,  perforce,  be  highly  speculative. 

What  was  the  reason  the  patient  dominated  the  interviews  in  the  first 
span  of  the  therapy?  It  appears  that  she  had  identified  with  her  mother 
and  grandmother  out  of  fear  of  the  aggressor.  With  this  identification  there 
was  probably  much  guilt  feeling  and  much  ambivalence,  and  her  so  com- 
pletely dominating  the  therapeutic  interviews  may  have  been  a  desperate 
attempt  to  escape  the  realization  of  guilt  by  hyperactivity. 

It  may  be  assumed  that  in  the  first  series  of  treatments  the  therapist's 
passivity  aroused  the  patient's  doubt  and  hostility  in  two  ways.  First, 
there  was  no  referee  in  the  intense  ambivalence  and  conflict  she  was  under- 
going at  the  time;  second,  the  patient  may  have  placed  the  therapist  in  the 
position  of  the  superego.  "I  am  dominating;  I  am  cruel  and  unjust  to  my 
child.  I  am  taking  up  all  of  the  time  in  the  interview.  Why  don't  you  stop 
me?  Why  don't  you  make  it  possible  for  me  to  feel  toward  my  adopted 
child  the  way  a  mother  should  feel,  instead  of  the  compulsive  way  I  am 
doing,  and  just  as  my  mother  and  grandmother  did  to  me?" 

Compulsively  she  may  also  have  repeated  another  pattern — the  jealousy 
toward  the  child  over  the  likelihood  of  being  displaced  in  the  husband's 
affections.  All  these  fears  and  compulsions  she  knows  to  be  chimerical, 
but  cannot  rid  herself  of  her  deeply-buried  affects.  It  is  conceivable  that 
the  therapist's  greater  direct  intervention  might  have  meant  greater  ego 
support,  which  would  have  tended  to  eliminate  the  negative  transference, 
possibly  with  an  emergence  of  a  positive  relationship  and  without  any 
break  in  the  therapy. 

There  is  no  certainty  in  these  formulations.  No  doubt  she  had  worked 
on  her  problems  and  conflicts  in  the  interval  between  treatment,  but  there 
are  signs  that  she  has  capitulated.  There  are  signs  of  a  beginning  disinte- 
gration of  the  ego  and  lessening  of  the  defenses.  Though  this  hypothesis 
may  be  entirely  wrong,  it  is  tenable  that  the  regression  signifies  a  resolu- 
tion of  the  conflict  by  withdrawal  from  the  problem.  Some  of  the  thera- 
pist's statements  seem  to  suggest  it,  for  example:  "However,  she  suffers 
intensely  [probably  as  seen  in  the  therapy  session,  where  she  mobilizes 
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her  last  remaining  resources]  and  she  is,  at  times,  overwhelmed  hy  dfjuht 
and  despair.  At  home  she  continues  in  a  regressed  state,  sleeping  much  of 
the  time,  unable  to  assume  her  old  responsibilities  and  limited  in  her  liv- 
ing by  deep-seated  phobias.  She  sp(;al<s  of  how  she  has  clianged  from  a 
jumpy  and  sharply  aggressive  woman  to  a  calm  and  subdued  (me." 

Apparently  the  therapist  is  now  the  .sole  remaining  lifeline. 

I  may  seem  to  be  giving  a  very  alarmist  construction,  but  in  rny  opinion 
the  therapist  has  need  to  think  and  fe(;l  deeply  in  order  to  try  t(j  fend  off 
a  frank  and  outright  schizophrenic  breakdown. 


Ruth  Munroe  .  .  . 

This  patient  certainly  needed  heavy  reinforcement  of  the  gfjod-mother 
defense  pattern,  in  view  of  the  probable  diagnosis  of  a  severe  hysteria, 
with  possibilities  of  psychotic  decompensation.  Direct  bringing  to  con- 
sciousness of  underlying  hostility  to  the  child  might  well  have  been  shat- 
tering. Yet  the  patient  must  have  been  aware  of  the  hostility  (she  told  the 
male  psychiatrist  in  the  initial  interview  of  her  fear  of  killing  the  child) 
and  probably  could  not  find  a  "real"  support  in  mere  reassurance.  Her 
hostility  needed  acceptance  also. 

As  the  patient  moved  toward  consideration  of  her  own  early  experi- 
ence, further  complications  probably  arose.  Despite  the  severe  deprivation 
and  cruelty  of  her  childhood,  one  may  guess  even  from  the  structure  of  the 
neurosis  that  some  positive  identification  with  the  mother  and  grandmother 
had  taken  place.  Indeed  the  absent  mother  had  quite  possibly  been  ideal- 
ized and  internalized;  the  "sacrifices"  of  the  grandmother  must  have  been 
accepted  partly  as  an  adult  model  of  value.  As  the  patient  became  vi\idly 
aware  of  the  actual  hostility  of  these  figures,  two  consequences  are  likeK': 
(1)  the  underlying  trust  which  enabled  her  to  accept  support  from  the 
therapist  is  undermined  by  the  severe  rejection  now  re-experienced  in 
course  of  therapy,  and  (2)  the  deep  identifications  with  the  maternal 
figures  approach  consciousness.  In  condemning  these  people  she  also  con- 
demns herself  and  whatever  constructive  aspects  of  her  personalit}'  are 
related  to  this  early  period. 

Passive  support  is  no  longer  feasible.  The  therapist  is  willy-nilly  caught 
in  the  intrapsychic  drama  of  the  patient's  reliving.  Support  of  the  patient's 
hostility  to  the  parental  figures  now  means  to  the  patient  shared  condemna- 
tion of  those  traits  in  herself  which  are  like  the  parents'.  As  she  penetrates 
the  falsity  of  the  "good"  aspects  of  her  parents'  behavior,  she  is  \-ery  likely 
to  begin  to  penetrate  the  falsity  of  her  own  beha\ior  toward  her  child. 
Moreover,  the  therapeutic  release  of  hostility  generally  endangers  her 
tenuous  defenses  unless  it  can  somehow  be  absorbed  and  redirected  h\  the 
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therapist.  Retrospective  justification  is  not  enough.  The  patient  is  going 
beyond  the  defenses  supported  by  the  therapist,  and  is  very  hkely  to  with- 
draw in  a  mixture  of  fear  and  contempt. 

This  therapist  must  have  offered  a  firmer  basis  for  the  relationship  than 
mere  "support,"  since  the  patient  returned  after  her  problems  had  become 
more  crystallized  and  proceeded  to  courageous  work  on  her  defenses  with 
good  results.  Could  the  process  have  been  made  less  painful  and  pro- 
longed? 

Such  patients  tend  toward  dramatic  symptoms,  and  it  may  be  that  the 
actual  experience  of  overt  failure  of  her  defenses  was  a  necessary  preamble 
to  their  examination.  I  would,  however,  like  to  suggest  the  systematic 
conscious  use  of  what  I  shall  call  an  "intellectualizing"  technique  in  such 
a  case — after  the  initial  panic  has  subsided,  tapering  off  as  the  patient  is 
able  to  move  toward  more  direct  therapy,  but  never  entirely  lost  sight  of 
as  a  means  available  both  for  reassurance  and  for  gentle  prodding  ahead. 

Every  school  tends  to  consider  theorizing  with  the  patient  and  psy- 
chological discussion  of  other  people's  problems  as  alien  to  true  therapy. 
In  many  schools  therapy  is  understood  as  essentially  the  transference  rela- 
tionship without  even  the  intellectualization  ascribed — not  altogether  cor- 
rectly— to  the  Freudian  concept  of  "insight."  There  is,  however,  an  increas- 
ing emphasis  on  what  several  schools  call  "working  through."  Although 
the  emotional  shift  is  the  primary  and  necessary  condition  of  any  true 
therapy,  the  patient  needs  help  in  understanding  how  his  attitudes  and 
behavior  are  affected  in  the  many  facets  of  his  actual  living. 

I  hope  that  my  proposal  of  a  conscious  "intellectualizing  technique" 
will  not  be  seen  as  an  abrogation  of  the  fundamental  principles  of  therapy 
developed  over  the  years,  a  naive  substitution  of  better  intellectualization 
for  better  feeling  in  the  patient.  On  the  contrary,  this  is  the  most  obvious 
clanger  of  the  approach,  to  be  guarded  against.  I  propose  it  as  a  tool  for 
use  in  the  development  and  control  of  the  transference.  The  tool  must  be 
used  with  care,  because  it  is  surprisingly  sharp  for  many  patients,  perhaps 
for  all  if  used  as  a  tool  instead  of  a  helpless  giving-in  to  intellectualizing 
defenses.  It  can  also  be  used  protectively  to  intimate,  to  build  up  new 
defenses,  above  all  to  share  the  ego  resources  of  the  therapist  very  directly 
with  the  patient. 

The  technique  might  be  especially  suitable  for  this  patient,  since  she 
responded  well  to  a  course  on  child  rearing.  She  would  be  likely  to  en- 
joy discussing  other  people's  problems  and  psychological  principles.  My 
suggestion  is  that  "incidental"  discussion  of  this  apparently  objective  na- 
ture be  encouraged  in  an  atmosphere  of  sharing  psychological  understand- 
ing with  the  patient.  She  may  be  subtly  complimented  on  her  insight.  The 
therapeutic  aim,  however,  is  to  introduce  sympathetic  acceptance  of  the 
patient's  own  problems  by  constant  mild  interpretation  of  these  "others," 
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so  far  as  possible  loading  the  patient  to  "spontaneous"  insight  into  the 
defensive  moaning  of  "bad"  behavior. 

As  the  patient  moves  toward  reliving  lier  own  ehildhood  she  should 
have  direct  support  of  her  self-pity,  resentment,  and  growing  insight  into 
how  badly  she  was  mistreated.  She.  may  be  told  that  she  is  entitled  to  more 
hostility  than  she  shows,  that  she  had  developed  remarkably  well  despite 
the  early  handicaps.  "Interesting  case  of  constructive  growth" — and  here 
the  therapist  should  be  able  to  smile  tvith  the  patient  in  looking  at  her 
as  a  "case."  With  this  sort  of  background,  patient  and  therapist  can  work 
together  at  understanding  the  parental  figures — their  defenses  as  well  as 
their  bad  behavior;  how  "good"  things  about  them  as  well  as  her  own 
strength  helped  the  patient  mature. 

In  such  a  setting,  I  think,  the  patient  can  proceed  to  work  on  her  owti 
defenses,  imderlying  hostilities,  and  so  forth  with  a  strengthened  ego.  The 
strength  is  not  really  "intellectual."  It  remains  90  per  cent  transference, 
and  10  per  cent  "bucking  up."  The  therapist  has,  however,  concretelv 
demonstrated  acceptance  of  the  patient's  real  problems  repeatedlv.  al- 
though covertly.  With  all  the  force  of  the  transference  she  has  set  a  new- 
ego  model  for  the  patient's  self  acceptance.  Storms  are  inevitable,  but  the 
therapist  has  many  concrete  instances  to  fall  back  on  in  brief  comment 
for  purposes  of  reassurance  as  to  her  own  benign  acceptance  of  such  prob- 
lems, and  in  addition,  reminders  that  the  patient  has  accepted  them  in 
"others."  Why  is  she  so  hard  on  herself?  Provided  the  joint  "intellectual- 
ized"  background  stays  firm,  one  may  even  gently  taunt  the  patient  with 
inconsistency.  Does  her  strength  of  understanding  stop  when  she  looks 
at  herself?  One  may  also  remind  her  that  the  essence  of  therapy  is  real 
feeling.  Her  present  disti-ess  is  the  real  thing  at  last,  hard  but  valuable. 
Probably  she  should  let  herself  go  a  bit,  since  she  knows  she  has  the  re- 
sources not  to  go  too  far.  She  should  phone  the  therapist  at  an^•  time. 
Arrangements  may  be  made  for  extra  hours.  Emphasis  should  be  laid  less 
on  desperate  need  than  on  "this  is  your  chance  to  really  solve  the  problems 
that  bothered  you;  I  am  proud  of  vour  courage;  we  know  ^'our  basic 
strength,"  and  so  forth — a  bit  dramatic  as  the  patient  becomes  dramatic, 
but  steady  reiteration  that  this  is  a  phase  she  can  and  must  work  through. 

Cautionary  remarks.  The  "intellectualizing  technique"  must  alwavs  be 
seen  as  a  tool  of  the  transference,  not  as  an  end  in  itself.  Nor  is  it  mere 
padding,  an  inert  ingredient  of  the  therapv.  The  therapist  must  be  con- 
stantly aware  of  the  probability  that  the  patient  will  partlv  identify  with 
the  "others"  or  the  general  principles  discussed.  All  such  discussion  must, 
therefore,  be  kept  essentially  benign  as  to  potential  outcome;  if  this  is 
impossible  regarding  some  t^'pes  of  illness  the  patient  inquires  about — 
deteriorating  schizophrenia,  psychopathy,  and  so  forth — the  s\nnptoms 
should  be  stated  with  such  exaggerated  sharpness  as  to  forestall  identifica- 
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tion.  Premature  tentative  identifications  may  be  handled  by  the  comment 
"You  feel  like  that  sometimes?  I'm  not  surprised.  Most  people  do,  but .  .  .  ." 
continuing  with  more  distant  discussion  until  a  sufficient  backlog  of  trans- 
ference has  been  established.  ( For  essentially  stable  patients  the  follow- 
up  may  be  more  direct,  though  protected  by  "theoretical  generalization," 
sometimes  cutting  through  secondary  defenses  rapidly  without  the  risk 
of  the  sharply  personal  comment. ) 

Patients  come  to  talk  about  themselves  and  should,  of  course,  be  en- 
couraged to  do  so.  "Intellectualization"  should  never  be  forced  upon  them. 
Nevertheless  almost  all  patients  want  the  therapist  to  "tell  them  some- 
thing," and  many  want  pronouncements  on  "others."  These  natural  de- 
mands may  be  answered  therapeutically  as  above  with  an  apparent  direct- 
ness essentially  tailored  to  prepare  the  patient  for  self  insight.  The  only 
excuse  for  discussion  really  distant  from  the  patient's  problem  is  the  brake 
upon  insights  which  might  swamp  the  patient.  The  therapist  should  de- 
velop a  sharp  nose  for  red  herrings,  and  above  all  guard  against  being 
beguiled  into  mere  chatter  about  his  own  interests.  If  necessary  the  patient 
may  be  cheerfully  reminded  that  "after  all  we  are  here  to  talk  about  you." 
If  necessary,  the  therapist  may  gently  prod  toward  self-identification. 
"Why  are  you  so  interested?  Is  your  question  a  statement  about  your  own 
fears?" 

Modification  is  necessary  for  the  dyed-in-the-wool  intellectualizers. 
They  come  supplied  with  a  large  stock  of  herrings.  It  is  usually  possible 
to  establish  rather  quickly  with  the  patient  the  fact  that  he  "intellectual- 
izes"  and  use  this  joint  recognition  for  an  agreement  to  "no  debate."  It 
requires  no  great  tact  to  make  this  request  a  positive  flattery  and  to  re- 
inforce it  by  saying  occasionally,  "You're  probably  right.  I  hadn't  thought 
of  that,"  almost  always  ending  with  the  wish  that  "We  can  go  into  a  real 
discussion  once  we're  through  with  this  therapy  business,  but  I  mustn't  be 
tempted  away  from  our  basic  agreement.  We  both  know  how  important 
it  is." 

It  is  still  important  to  establish  very  concretely  the  therapist's  accept- 
ing position  in  general  theory  and  re  "others"  by  the  same  technique  as 
above,  but  with  more  emphasis  on  the  tentativeness  of  any  given  idea.  For 
these  patients  especially  it  is  the  "acceptance"  rather  than  the  idea  that 
counts,  and  the  basic  transference  should  be  to  the  mind  that  sees  com- 
plications, but  is  not  lost  among  them.  A  few  dazzling  interpretations — 
chosen  when  the  therapist  happens  to  be  sure  of  his  ground — may  supply 
the  respect  necessary  to  such  patients  before  they  can  trust  an  authorita- 
tive unsureness. 

Yet  these  patients  are  stymied  unless  one  can  bring  strong  feeling  into 
the  therapeutic  session.  Perhaps  one  may  proceed  something  like  this: 
"It  seems  to  me  that  what  bothers  you  is  this  ...  [a  very  direct,  deliberately 
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disturbing  interpretation].  I  may  be  wrong  altogether,  and  certainly  thfTC 
are  other  factors.  I  hope  this  really  hurts  you — that's  wfiat  we  need.  Try 
to  be  honest  about  the  'hurt,'  and  t(j  figure  out  what  hurt.  I  may  think 
you're  still  intellectualizing  and  tell  you  so,  but  we'll  have  more  to  work 
on."  One  may  also  ask  them  to  report  any  sharp  feelings  of  Jiappiness  or 
a  new  sense  of  relaxation.  Then  one  must  be  very  gentle  in  interpretation. 
Such  patients  are  as  sensitive  as  those  discussed  above;  their  defenses 
are  even  more  important  to  them.  They  need  both  shock  and  suppr>rt,  the 
therapist  as  gadfly,  sometimes  as  goad,  and  also  the  therapist  who  essen- 
tialhj  approves  the  kind  of  person  the  patient  is  trying  to  be,  with  whom 
he  can  identify  on  the  constructive  levels  of  "intellectualization." 

A  corollary  of  "not  forcing  intellectualization  on  the  patient"  is  its  con- 
traindication for  patients  of  very  limited  intelligence  or  education.  They 
also  often  want  to  know  what  is  wrong  with  them  and  their  neighbors. 
They  easily  become  confused,  however,  not  only  by  our  big  words  but 
also  by  the  essentially  complex  concepts  behind  them.  Any  mixture  of 
black  and  white  tends  to  be  construed  as  ignorance,  indecision,  or  dis- 
loyalty. The  slightest  eflFort  to  explain  the  "good  side"  of  a  person  the 
patient  hates  is  likely  to  mean  only  that  the  therapist  has  gone  over  to 
the  enemy,  and  a  move  like  this  can  be  risked  only  after  the  patient  has 
already  begun  to  shift.  (There  are  exceptions,  of  course,  especially  when 
the  problem  is  lack  of  education. ) 

At  the  opposite  pole  of  this  dimension  stand  the  highly  intelligent  pa- 
tients, well  trained  in  other  professions  or  business,  but  scornful  or  badly 
misinformed  about  psychological  "intellectualizations"  here  suggested. 
The  tentativeness  of  the  therapist  means  that  he  doesn't  know  his  business: 
"theoretical"  statements  lead  to  challenging  debate  and  to  resentment 
when  the  therapist  cuts  short  an  intellectualistic  argument  distant  from 
the  patient's  problem.  Far  from  encouraging  the  approach  here  recom- 
mended, the  therapist  should  try  hard  to  avoid  it  until  (or  unless)  the 
patient  shows  some  glimmer  of  "our"  kind  of  understanding.  Even  then 
the  therapist  must  be  cautious,  and  prepare  the  patient  for  refusal  to  con- 
tinue a  discussion  which  becomes  argumentative.  "I  \\'ould  like  to  hear 
more  of  your  position,  but  we'll  have  to  wait  till  this  therapy  is  o\er.  My 
ideas  may  be  wrong,  but  it's  not  our  ideas  that  are  going  to  help  \ou 
handle  your  problems."  One  must  sometimes,  I  tliink,  express  rather  defi- 
nite authority  as  therapist,  and  turn  to  appreciative  analysis  of  why  the 
patient  finds  this  difficult.  "Any  intelligent  person  resents  dismissal  of  a 
logically  sound  position,  but  suppose  we  concentrate  on  why  this  position 
is  so  important  to  ijoti."  The  answer  may  lead  to  specific  revelations,  or  to 
some  cautious  examination  of  such  general  trends  as  intellectualizing  as 
a  defense,  the  need  to  be  right,  and  so  forth. 
Moreover,  the  therapeutic  release  of  hostility  generall)-  endangers  her 
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or  individuals — ^niggers,  kikes,  wops,  Catholics,  imperialist  capitalists, 
commies,  bosses,  and  so  forth,  down  to  particualr  people  hated  or  loved 
profoundl)'  and  irrationally.  Such  "prejudices"  must  be  bypassed  as  a 
rule.  I  think  they  should  be  used  only  for  dramatic  impact  when  the  "intel- 
lectualizing  technique"  is  in  successful  operation  and  the  patient  seems 
to  need  an  extra,  but  relatively  impersonal  prod.  The  therapist  should  be 
aware  of  the  fact  that  he  endangers  the  whole  transference  to  his  thera- 
peutic ego  if  he  prematurely  accepts  anything  that  is  to  the  patient  pro- 
foimdly  imacceptable.  He  must  be  careful  not  to  discuss  such  "others" 
sympatheticallv  until  the  patient  is  ready.  He  can  meet  active  attack  on 
them  with  at  most  the  mild  comment:  "^^^ell,  these  people  are  human 
beings  too."- 

It  is  impossible  to  generalize  about  extremely  self-absorbed  patients: 
psychotics,  psychopaths,  panic  states,  and  so  forth.  Obviously  there  can 
be  no  such  sustained  "intellectualizing  technique"  as  the  one  suggested 
for  the  patient  here  under  consideration;  but  brief,  carefully  pointed,  so- 
called  "intellectual"  comments  may  be  very  useful.  As  I  was  writing  this 
article  a  "Freudian"  analyst  asked  rather  apologetically  if  I  would  under- 
take repeated  testing  of  a  patient — primarily  on  intellectual  functions. 
The  diagnosis  was  probably  an  atypical  schizophrenia  with  marked  manic 
symptoms.  He  had  begun  what  he  called  a  "pedagogic"  approach  and  had 
the  impression  that  the  patient  was  "thinking  better"  and  that  this  im- 
provement would  be  dynamically  related  to  his  total  functioning.  In  dis- 
cussion of  the  general  problem,  he  brought  up  instances  from  varieties 
of  syndromes  more  severely  pathological  than  my  owm  experience  as 
therapist  includes.  I  was  especially  pleased  by  his  feeling  that  carefully 
used  "intellectualizations"  do  not  preclude  movement  toward  a  classical 
psychoanalytic  approach  when  this  seems  desirable. 

In  summary,  an  "intellectualizing  teclmique"  has  been  suggested  as 
a  tool  of  the  transference  in  suitable  cases.  (That  is,  brief  "theoretical" 
comments  and  discussion  of  other  people.)  In  the  present  instance  the 
therapist  might  have  offered  indirectly  important  support  to  the  patient 
against  unacknowledged  conflicts,  and  strengtliened  her  ego  through 
shared  and  practiced  understanding  as  a  background  for  direct  confronta- 
tion of  her  own  problems. 

-  Unless  the  tlierapist  is  openlv  identified  with  the  despised  groups  in  a  way  the 
patient  may  discover.  For  example,  Dr.  Munroe  cannot  allow  full  assumption  of  anti- 
Semitism  on  her  part  since  the  patient  may  run  into  a  book  written  widi  her  first  hus- 
band. Dr.  Levy.  Such  discoveries  invite  distrust.  It  is  better  to  say,  "I  don't  happen  to 
share  your  feelings  on  this  point,  but  it  doesn't  seem  important  in  our  discussion  of  vour 
problems,"— continuing  only  on  the  patient's  initiati\'e.  The  way  should  be  kept  open 
for  easy  return  when  and  if  the  question  becomes  significant.  It  niav  be  very  helpful 
eventually  either  in  dierapy  or  in  that  education  toward  a  more  Uberal  humanism  which 
most  of  us  consider  a  valid  aim  in  treatment,  however  secondary  to  tlie  immediate 
therapeutic  goal. 
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"Intellectualization"  is  not  an  end  in  itself  and  should  never  be  forced 
on  the  patient.  Apparently  "objective,"  it  should  be  definitely  oriented 
toward  the  patient's  problems.  It  is  a  very  sharp  tool  to  be  used  with  care 
lest  it  cut  too  deep  or  become  blunted  by  too  mucli  irrelevant  discussion, 
distant  from  the  main  issues  of  therapy. 

Modifications  and  contraindications  were  suggested. 

It  is  proposed  only  for  psychotherapy,  of  course,  and  is  considered  as 
incidental  to  the  deeper  insights  and  transference  reactions  utilized  by 
any  dynamic  school.  With  suitable  care  it  probably  facilitates  rather  than 
precludes  more  direct  approaches,  not  excluding  full  psychoanalysis. 

Carl  Rogers  .  .  . 

As  I  read  this  case  material,  it  seems  to  me  that  my  aims  would  in 
many  ways  be  similar  to  those  of  this  therapist.  At  least  it  would  be  my 
hope  that  the  client  could  eventually  come  to  live  with  her  "good  mother" 
feelings  and  also  with  her  hostilities  and  hatreds.  I  would  not  find  it  neces- 
sary to  know  the  pattern  of  her  history  in  advance,  nor  would  I  need  to 
make  a  decision  as  to  whether  to  support  her  "good  mother  role"  or  to 
interpret  her  defenses. 

Without,  then,  any  of  these  diagnostic  formulations,  I  would  have 
endeavored  simply  to  understand  sensitively  and  to  accept  fully  her  fright- 
ening impulses  to  kill  her  child.  I  believe  that  this  is  the  most  supportive 
thing  which  I  can  do,  but  it  means  support  for  the  person,  not  for  her  hostile 
impulses  or  her  good  ones.  One  reason  for  feeling  comfortable  about  an 
empathic  acceptance  of  her  desires  to  kill  her  child  is  that  I  feel  quite 
securely  that  she  would  not  make  any  drastic  moves  of  this  sort  while  she 
was  in  a  relationship  where  she  could  express  such  feelings. 

We  do  not  know,  of  course,  quite  why  this  client  broke  off  her  therapy. 
In  my  own  work  when  a  client  breaks  off  in  the  middle  of  therapy  like  this. 
I  wonder  whether  I  have  been  completely  acceptant  of  all  the  feelings  she 
has  had,  or  whether  in  some  way  I  have  been  pushing  her  toward  insights 
or  understandings  which  I  perceive  as  a  goal  but  which  she  may  not  be 
ready  for.  I  cannot  help  but  wonder  if  this  might  ha\'e  occurred  in  the 
present  instance.  A  therapist  who  had  to  make  an  initial  choice  to  use 
interpretation  of  a  somewhat  confronting  nature  would  probably  have 
used  some  such  interpretations  in  spite  of  a  conscious  decision  not  to  do  so. 
If  such  interpretations  were  used,  then  certainly  they  would  add  to  the 
anxiety  and  fright  which  the  client  would  feel  as  she  gets  more  and  more 
deeply  into  her  confusing  and  upsetting  feelings  about  her  earlv  family 
life. 

Certainly  in  the  one  attitude  which  the  therapist  specifically  mentions,  I 
would  have  endeavored  fully  to  perceive  her  feeling  that  she  can  "never 
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trust  or  depend  on  anyone."  I  would  have  been  alert  to  any  expression  of 
this  which  seemed  to  be  directed  toward  the  therapist,  and  if  such  indica- 
tions were  present  I  would  have  responded  with  the  general  reaction  that 
"quite  possibly  you  feel  toward  me,  too,  that  you  can't  trust  or  depend  on 
anyone." 

It  would  be  my  hope  and  perhaps  my  expectation  that  if  I  was  sensitive 
enough  in  receiving  all  her  feelings,  this  would  support  her  through  the 
darkest  moments  of  therapy;  but  if  through  my  error  or  perhaps  through 
other  causes  she  broke  off  therapy  in  the  same  way  that  she  did  in  this  inci- 
dent, then  I  believe  I  would  have  reacted  in  these  ways.  When  she  called 
over  the  phone  to  terminate  therapy,  I  would  not  have  remained  passive 
but  I  would  have  expressed  to  her  my  feelings  that  if  she  clearly  wished 
to  terminate,  then  I  would  fully  accept  and  respect  that  decision.  It  is  very 
likely  that  I  would  have  told  her  that  I  would,  however,  save  our  next 
appointment  hour  free  of  any  other  engagements  so  that  if  she  wished  to 
use  it,  she  could  come  in. 

If  she  did  not  appear  for  this  appointment,  then  I  would  have  searched 
my  own  feelings  to  know  as  precisely  as  possible  how  I,  myself,  felt  about 
her  termination.  I  would  then  write  her  a  letter  expressing  the  feelings  that 
existed  in  me  in  regard  to  her  termination.  I  would  not  call  her  up  on  the 
phone  because  this  seems  to  demand  a  response,  and  I  would  genuinely 
feel  that  she  did  not  need  to  respond  unless  she  wished  to  do  so.  I  do  not, 
of  course,  know  precisely  what  my  feelings  would  be  in  this  situation,  but 
it  is  probable  that  I  would  feel  regret;  that  I  would  feel  some  concern  that 
perhaps  I  had  failed  to  be  of  help  to  her;  that  I  would  like  to  be  of  help  to 
her;  that  I  would  wish  her  to  be  free  to  leave  if  that  was  her  decision;  that 
I  would  be  pleased  to  have  her  return  to  work  further  with  herself  if  that 
was  her  desire.  I  would  try  to  express  these  feelings  in  this  letter  as  freely 
and  straightforwardly  as  possible. 

If  actually  I  found  myself  feeling  quite  anxious  about  what  she  might 
do  without  therapy,  then  it  is  likely  that  I  would  express  this  to  her.  I 
would  probably  say  that  I  felt  uneasy  about  her  termination  of  therapy, 
that  for  my  own  peace  of  mind  I  would  like  her  to  return  for  one  interview 
which  would  be  my  interview.  There  would  be  no  charge  for  this  since  I 
was  asking  for  it.  I  would  simply  wish  to  make  use  of  this  interview  to  be 
sure  that  it  was  clear  in  her  own  feelings  whether  or  not  she  wished  to 
terminate,  and  whether  or  not  there  was  anything  I  might  do  which  would 
enable  her  to  obtain  help  she  could  use. 

It  may  be  noted  that  what  I  would  be  trying  to  do  in  such  a  letter  would 
be  to  express  the  feelings  that  exist  in  myself.  I  would  not  be  attempting 
to  make  any  judgment  about  her.  I  feel  that  such  judgments  are  not  an 
expression  of  my  own  feelings  but  a  projection  of  them.  I  would  simply 
be  writing  the  letter  to  make  quite  sure  that  I  was  saying  as  transparently 
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as  possible,  "These  are  the  feelings  that  exist  in  me.  I  want  you  to  know  in 
making  your  own  choice  about  wliether  or  not  to  continue  therapy  that  I 
have  no  desire  to  hold  you  in  therapy  or  to  cause  you  to  arrive  at  any  given 
decision.  I  only  hope  that  your  decision  will  be  made  with  .some  awareness 
of  my  feelings  as  well  as  yours." 

I  feel  that  such  an  exchange  would  be  a  real  mc^eting  of  persons  and  that 
the  reality  in  me  would  be  coming  in  contact  with  the  reality  in  her.  Tin's  I 
believe  is  the  essence  of  therapy  both  at  usual  times  and  at  critical  times. 

If  and  when  she  returned,  whether  immediately  or  at  any  later  date,  my 
attempt  would  again  be  to  be  with  her  in  her  experiences,  to  be  a  genuine 
companion  to  her  as  she  searched  through  and  experienced  tlie  manv  dis- 
turbing and  conflicting  and  denied  aspects  of  her  feelings. 

I  hope  that  what  I  have  written  about  this  is  as  far  removed  as  pf)ssible 
from  the  "expertese"  which  makes  solemn  judgments  about  such  incidents 
on  the  basis  of  the  expert  knowledge  of  the  therapist  as  against  the  lack  of 
insight  of  the  client.  I  hope  that,  on  the  contrary,  what  I  have  said  sounds 
like  the  attempt  on  my  part  to  keep  the  relationship  real,  straight-forward, 
transparent,  and  deep.  I  am  thinking  of  it  and  would  hope  to  deal  with  it 
simply  as  a  human  relationship  which  it  Vv^as  important  to  maintain. 
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For  this  chapter  the  consultants'  comments  were  analyzed  to  de- 
termine the  major  issues  of  each  case.  Following  a  brief  summary  of 
each  critical  incident  the  reader  will  find  comparsions  of  the  con- 
sultants' opinions  on  these  major  issues. 

Case  1:  "Don't  Give  Me  Up!" 

Tom,  a  25-year-old  prisoner  with  13  years  of  correctional  institutional- 
ization, was  admitted  into  group  therapy  but  later  expelled  because  of  dis- 
ruptive behavior.  He  pleaded  with  the  therapist  for  help  and  was  taken 
in  individual  therapy,  evaluated  by  both  as  unsuccessful  upon  termination 
at  the  tenth  session.  Four  months  later  Tom  returned  with  an  account  of  a 
conversion  experience.  Ten  more  individual  sessions  were  held  during 
which,  again,  little  apparent  progress  was  made.  He  rejoined  the  group 
and  remained  a  year.  With  friendly  social  assistance  from  the  therapist, 
Tom  made  a  very  good  adjustment  after  release  from  prison. 

Should  Tom  have  been  removed  from  the  group?  According  to  Thomp- 
son, removing  Tom  was  correct.  This  move,  in  combination  with  the  ofiFer 
of  individual  help,  established  a  climate  which  permitted  later  develop- 
ment. Frankl  agrees  removal  was  proper  because  Tom  was  disruptive.  A 
therapeutic  group  cannot  tolerate  a  person  who  will  not  abide  by  the  basic 
rules  of  the  group.  Snyder  argues  that  the  therapist  should  have  removed 
Tom  even  earlier.  His  failure  to  do  so  probably  stemmed  from  inexperience 
and  countertransference  attitudes.  Wolff  says  group  therapy  should  not 
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have  been  attempted  with  Tom,  whose  special  problems  disrupted  the 
group.  Herr  points  out  that  although  there  are  difficulties  in  choosing  be- 
tween the  welfare  of  the  many  and  that  oi  the  individual,  there  often  rnav 
be  alternate  solutions,  as  in  this  case. 

Some  consultants  feel  that  Tom's  expulsion  was  a  crucial  confrontation. 
Whitaker  believes  that  Tom  and  the  therapist  were  in  a  power  struggle, 
and  that  therapeutic  regression  was  induced  when  Tom  lost.  Riesman  feels 
that  Tom  saw  the  therapist  as  a  person  to  be  exploited  ( presumably,  there- 
fore, a  person  who  could  not  be  significant)  but  in  learning  he  was  wrong, 
altered  his  views  of  reality.  Blake  thinks  Tom  felt  that  to  accept  authority 
was  synonymous  with  admitting  inadequacy — and  that  the  massive  rejec- 
tion by  society  (imprisonment),  peers,  and  therapist  forced  him  to  alter 
this  attitude. 

The  therapist's  reaction  to  Tom's  plea,  "If  you  give  me  up,  then  there  is 
no  hope  for  me,"  was  another  critical  juncture.  Hilgard  says  it  was  fortunate 
the  therapist  was  equal  to  the  demand,  for  Tom  might  never  again  have 
allowed  himself  to  trust  a  human  being  enough  to  induce  change.  Sondel's 
semantical  analysis  of  the  plea  reveals  Tom's  desire  to  remain  in  the  group 
and  in  relationship  with  the  therapist.  Riesman  says  Tom's  plea  may  have 
hidden  a  hope  that  the  therapist  would  abandon  him  and  thereby  confirm 
his  "perceptual  map"  of  reality;  but  the  therapist's  o£Fer  to  help  confronted 
Tom  with  data  he  could  not  cynically  misinterpret.  According  to  Mowrer, 
Tom  threw  himself  on  the  therapist's  mercy  and  the  therapist's  powerful 
altruistic  feelings  led  him  to  make  a  personal  sacrifice  for  Tom.  Mowrer 
commends  the  therapist  for  not  analyzing  away  these  feelings  as  mere 
"countertransference."  Whitaker  argues  that  in  successful  therapy  the 
therapist  himself  must  have  the  courage  to  grow;  where  the  therapist 
fears  growth  and  change,  the  patient  dares  not  change.  Herr  takes  a  similar 
point  of  view.  Therapy  may  become  just  a  game,  or  the  therapist  may  be- 
come hardened  to  the  uniqueness  and  inherent  value  of  the  person.  Tom's 
plea  forced  the  therapist  to  grow,  to  realize  that  he  was  a  humble  instru- 
mentality of  larger  forces.  Wolff  and  Frankl  see  this  encounter  as  an  im- 
portant moment  of  existential  relationship  or  spiritual  intimacy  which  set 
the  stage  for  the  later  conversion  experience. 

Most  of  the  consultants  agree  that  the  relationship  between  Tom  and 
the  therapist  was  essential  to  the  success  of  therapy.  According  to  Mo^^^re^, 
a  major  factor  was  the  therapist's  respect  for  Tom,  ex-pressed  in  his  state- 
ment that  the  "worst"  people  are  often  the  "best."  He  also  emphasizes  the 
therapist's  willingness  to  do  some  actual  good  for  the  patient  as  an  example 
of  a  growing  belief  in  psychotherapv  that  realistically  deser\ed  gratitude 
can  be  therapeutically  effective. 

Herr  points  out  St.  Paul's  dictum  that  sahation  cannot  be  obtained  by 
faith  alone,  that  good  works  are  necessary.  The  therapist's  concrete  e\i.- 
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dence  of  faith  and  love  was  irrefutable  evidence  to  Tom  that  his  former 
conception  of  life  was  false.  For  Sorokin,  too,  the  critical  factor  was  real 
concern,  friendship,  or  altruistic  love.  He  believes  this  to  be  true  of  all 
psychotherapeutic  change.  Snyder  points  out  the  therapist's  inexperience 
in  not  recognizing  the  countertransference.  He  sees  strong  mutual  affective 
interests,  transference  and  countertransference,  as  the  heart  of  therapy.  It 
was  Tom's  recognition  of  the  therapist's  love  that  allowed  him  to  change. 
Wolff  seems  close  to  Snyder's  view.  He  says  the  friendship  experience 
promoted  the  self-healing  transformation.  The  unconscious  contact  of 
existential  elements,  the  deep  human  contact,  gave  support  through  which 
restructuring  could  take  place.  Riesman  and  Frankl  both  see  the  "human 
encounter"  as  crucial.  For  Riesman,  the  therapist's  willingness  to  be  flexi- 
ble conveyed  to  Tom  the  fact  that  he  could  matter  to  someone.  Porter  also 
believes  that  this  flexibility  was  important,  along  with  the  therapist's  posi- 
tive feelings  of  altruism  and  respect.  Thompson  says  Tom  sensed  a  genuine 
interest,  especially  when,  instead  of  rejecting  him,  the  therapist  took  him 
on  as  an  individual  case.  Thorne,  similarly,  attributes  therapeutic  efficacy 
to  the  therapist's  belief  in  Tom.  For  Whitaker,  the  friendship  or  love  ele- 
ment was  unessential.  It  was,  rather,  the  sheer  genuineness  of  the  relation- 
ship which  was  important.  Hilgard  and  Sondel  both  see  the  relationship  as 
having  allowed  Tom  to  identify  with  a  figure  of  positive  influence.  For 
Hilgard,  the  therapist  embodied  the  same  socially  conforming  "good" 
values  as  had  Tom's  grandfather,  and  these  suppressed  values  became  re- 
activated. Sondel  says  the  relationship  gave  Tom,  a  high-level  person,  a 
chance  to  identify  with  another  high-level  person.  Blake  lays  practically 
no  emphasis  upon  the  relationship,  except  to  point  out  the  potency  of  re- 
jection, even  by  a  loving  therapist. 

The  conversion  gives  rise  to  several  interpretations.  Herr  and  Frankl 
explain  it  in  religious  terms.  For  Herr  unhappiness  results  from  evil  obscur- 
ing the  basic  good  in  man.  The  therapist  reawakened  Tom's  consciousness 
of  good — love,  regard,  hope,  and  so  forth — and  the  conversion  was  a 
glimpse  of  the  new  life.  Frankl  sees  the  conversion  as  a  "re-version,"  a  re- 
turn to  "religio" — to  previously  repressed  religiosity.  Hillgard's  explana- 
tion is  similar.  He  says  the  conversion  was  the  resolution  of  ambivalence 
which  brought  to  the  fore  a  well-integrated  value  system  ( conforming  per- 
sonality resulting  from  early  identification  with  the  grandfather)  held  in 
abeyance  by  a  superimposed  value  system.  Conversion  is  a  dramatic  occa- 
sion providing  commitment  to  change.  Thompson  and  Thorne  view  the 
conversion  as  a  culmination  or  spontaneous  fruition  of  the  therapeutic 
process.  Mowrer  says  the  conversion  was  a  foretaste  of  what  life  could 
mean,  and  he  believes  that  much  more  should  be  known  about  the  phe- 
nomenon. Wolff  seems  to  attribute  the  frequent  occurrence  of  conversion 
experiences  to  the  kind  of  human  contact  inherent  in  "existential  psycho- 
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therapy."  Both  Riesman  and  Frankl  describe  it  as  a  reaction  to  a  Imrnari 
encounter.  Whitaker  sees  the  cure  as  rf;siilting  from  hilatrral  transterr-nce, 
and  conversion,  which  is  a  word  implying  hysterical,  cannot  he  used  in  con- 
nection with  cure.  The  conversion  was  merely  a  s(jrt  of  therapeutic  psycho- 
sis which  resulted  when  Tom  pc^rmitted  himself,  for  the  first  time  in  fn's 
life,  to  use  fantasy  for  fantasy  satisfaction  in  the  place  of  using  reality 
(acting  out)  for  fantasy  satisfaction.  Snyder,  too,  explains  the  conversion 
in  terms  of  transference  and  countertransference;  but,  he  also  (expresses  it 
in  simpler  terms:  it  resulted  from  Tom's  realization  that  the  therapist  loved 
him.  Blake's  interpretation  is  almost  directly  opposed;  the  conversion  is  a 
reaction  to  the  sudden  realization  that  he  has  gone  "beyond  the  p(;int  of 
no  return"  in  unacceptability. 

Some  general  observations  on  psychotherapy.  Thompson  says  more 
psychopaths  might  be  rehabilitated  if  more  similarly  dedicated  therapists 
were  available.  Herr  warns  that  people  in  the  helping  professions  are  likely 
to  become  hardened  and  lose  sight  of  the  person  behind  the  problems. 
Porter  finds  therapists  too  provincial,  poverty-stricken  in  concepts,  and  too 
willing  to  stake  therapeutic  success  on  a  single  rigid  approach  such  as 
interpretation,  reflection,  and  so  forth.  Riesman,  too,  argues  for  flexibility. 
Formula-grounded  therapists  cannot  confront  certain  patients  with  be- 
havior novel  enough  to  challenge  them  to  change  their  distorted  "percep- 
tual map"  of  the  social  environment.  Sorokin  sees  in  the  case  an  example  of 
the  therapeutic  influence  of  group  affiliation  in  rehabilitation,  a  factor  he 
says  is  given  insufficient  attention  by  many  therapists.  Thome  says  that, 
contrary  to  the  nondirective  position,  directive  action  may  have  long-term 
positive  results  even  though  it  has  short-term  disruptive  effects.  Mowrer 
sees  it  as  an  example  of  therapy  which  goes  beyond  the  traditional  psycho- 
analytical approach  revolving  around  transference,  the  therapeutic  possi- 
bilities of  which,  he  believes,  have  been  pretty  well  exhausted.  Frankl  says 
that  accounts  like  this  make  possible  the  extension  of  psvchotherapv  to  the 
spiritual  dimension. 

Many  consultants  feel  the  therapist  was  technically  inept,  but  his  desire 
to  help  and  his  courage  to  respond  with  genuine  feelings  more  than  com- 
pensated for  his  inexperience.  Blake  is  the  only  consultant  to  suggest  that 
two  person  therapy  may  not  have  been  necessar)',  that  Tom's  agonizing 
reappraisal  of  himself  may  have  been  brought  about  b)-  the  simultaneous 
massive  rejection  by  society,  his  peers,  and  the  therapist. 


Case  2:  "Behave  Yourself!" 

A  27-year-old  girl  whose  behavioral  problem  was  sexual  promiscuity' 
was  treated  by  a  passive  approach  to  avoid  meeting  dependency  needs. 
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There  was  little  behavioral  improvement  throughout  tvvo  years  of  therapy. 
After  the  patient  went  on  a  sexual  binge,  the  therapist  suddenly  got  tough 
and  ordered  her  to  stop.  The  patient  seemed  relieved,  accepted  responsi- 
bility for  improving  her  behavior,  and  also  became  more  active  in  her  own 
therapy. 

The  major  issue  is  the  therapist's  sudden  authoritarian  prohibition  of 
sexual  misbehavior  after  two  years  of  permissiveness. 

All  consultants  agree  that  authoritarian  treatment  is  sometimes  ap- 
propriate and  that  in  this  case  it  served  a  good  end.  Frankl  believes  the 
authoritative  influence  was  not  an  issue  since  the  therapist  merely  verbal- 
ized what  the  patient  already  knew.  Klapman  feels  the  therapist's  injunc- 
tion freed  the  patient  from  the  thralldom  of  the  mother's  influence  and 
gave  her  a  chance  to  exercise  her  own  will  and  judgment.  Without  the 
mediation  by  the  therapist,  the  patient's  internal  conflict  might  have  re- 
sulted in  a  schizophrenic  withdrawal.  Thome  says  there  are  many  cases 
where  insight  is  achieved,  but  where  no  progress  in  behavior  occurs.  Such 
impasses  often  require  confrontation  of  the  patient  with  the  discrepancy. 
Aldrich  and,  to  some  extent,  Herr  and  Frankl  believe  the  patient  may  have 
interpreted  the  therapist's  passivity  as  sanction  for  her  promiscuous  sexual 
beha^dor.  Aldrich,  however,  does  not  approve  of  the  abruptness  of  the 
change  in  approach — the  patient  might  have  seen  it  as  a  betrayal.  Ellis,  too, 
although  agreeing  that  intervention  is  often  desirable,  feels  the  abrupt 
change  was  too  riskv.  Herr  is  most  explicit  that  such  interventions  must  be 
made  at  the  discretion  of  the  therapist,  but  that  he  has  the  duty  to  protect 
not  only  the  interests  of  the  patient  but  also  the  interests  of  society. 

Klapman  sees  the  injunction  against  authoritarianism  as  a  sacred  cow, 
inherited  from  psychoanalvsis,  which  has  become  a  therapeutic  phobia  and 
obsession.  Frankl  criticizes  the  nonevaluative,  nonjudgmental  approach  as 
a  characteristic  of  Anglo-Saxon  psychotherapy,  and,  he  says,  such  an  ap- 
proach is  more  likely  to  imply  judgment  than  is  interference.  Thorne 
believes  the  passivity  a  product  of  an  untenable  principle  of  nondirective 
theory,  that  directiveness  will  always  be  resisted.  On  the  contrary,  he  says, 
such  passive  handling  mav  cause  a  loss  of  respect  for  the  therapist  and  sub- 
sequent withdrawal  by  the  patient.  For  Herr,  the  decision  to  let  the  patient 
chart  his  own  course  involves  grave  ethical  considerations.  Although  he 
does  not  prohibit  such  a  procedure,  he  points  out  that  different  cases  in- 
volve different  degrees  of  responsibility  on  the  part  of  the  patient;  and 
therapists  who  espouse  blanket  independence  for  the  patient  may  overlook 
these  ethical  considerations. 

There  is  general  agreement  that  under  some  circumstances  the  thera- 
pist should  intervene  with  outright  prohibitions  and  take  a  strong  stand 
with  reference  to  the  patient's  behavior.  When  to  do  this,  and  how,  are 
matters  which  call  for  great  sensitivity  and  judgement. 
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Case  3:  On  a  Saturday  Afternoon 

Joan,  a  19-year-()ld  college  freshnrian,  pr(;viou.sly  diagnosed  on  the  basis 
of  a  Rorschach  as  schizophrenic,  was  treated  along  client-centered  lines 
after  consultation  with  a  psychiatrist.  Although  usually  late,  Joan  arrived 
punctually  for  her  fourteenth  app(;intment.  Because  she  was  obviously 
distressed,  the  therapist  o£Fered  to  extend  the  interview.  After  an  hour  and 
a  half  the  therapist  mentioned  the  time.  A  half  hour  later  he  did  so  again. 
She  was  visibly  disturbed  each  time,  and  because  of  her  disturbed  behavior 
the  therapist  began  to  make  interpretations.  Joan  then  told  of  incestuous 
relations  with  her  father.  After  this  confession  she  relaxed.  Tlie  session 
lasted  a  total  of  three  hours. 

Was  time  handled  correctly?  Aldrich  and  Snyder  criticize  the  time 
handling.  With  firmly  structured  time  limits,  says  Aldrich,  the  patient  can 
pace  himself.  Snyder  feels  an  unknown  termination  point  is  threatening  to 
patient  and  therapist,  and,  except  in  special  emergencies,  a  therapist  can 
give  of  himself  more  freely  when  he  knows  when  the  session  will  end. 

For  Dreikurs  the  time  factor  was  not  well  utilized.  A  firm  limit  could 
have  precipitated  the  crisis  and  when  one  was  finally  set,  it  did  encourage 
the  patient  to  tell  what  she  had  to  tell.  Karpf  and  Whitaker  feel  the  pa- 
tient's recurrent  tardiness  called  for  earlier  intervention;  but  both,  along 
with  Frank,  approve  of  extending  the  time.  Karpf  and  Frank  add  that  the 
therapist's  reasons  for  oflFering  more  time  should  have  been  made  clear  to 
the  patient.  Rogers  feels  it  was  fortunate  that  the  therapist  could  extend 
the  time  when  he  saw  how  disturbed  the  client  was,  but  he  adds  that  if  the 
therapist  had  not  felt  comfortable  about  doing  so,  it  would  have  been 
unwise.  He  is  confident  that  the  expressed  material  would  have  emerged 
eventually.  Porter  and  Munroe  compliment  the  therapist  on  his  flexibility 
and  lack  of  slavish  adherence  to  rules.  Thome  and  Frankl  believe  the  thera- 
pist was  right  to  extend  the  time  in  view  of  the  changed  circumstances. 

Was  the  therapist  seductive?  Dreikurs  sees  no  seductive  interplay,  only 
indecision.  Aldrich  sees  seduction,  but  feels  the  therapist  was  too  inexperi- 
enced to  recognize  it  or  realize  its  implications.  Mowrer  agi-ees  seduction 
may  have  occurred.  Munroe  says  borderline  paranoid  patients  are  Ukely  to 
project  "rejection,"  "seduction,"  and  so  forth,  out  of  proportion  to  the  tliera- 
pist's  actual  behavior  and  so  exti-eme  caution  is  required  with  them.  Porter 
looks  at  the  therapist's  behavior  through  Joan's  eyes  and  finds  it  highly 
seductive.  Snyder  believes  the  unlimited  time  was  seductive.  Frank  and 
Whitaker  think  the  story  of  incest  wdth  her  father  reflected  the  patient's 
conflicting  sexual  feelings  about  the  therapist.  Whitaker  belie\es  the  ac- 
count was  an  invitation  to  the  therapist  to  seduce  her.  Frank  regards  the 
incident  as  a  covert  sexual  encounter  on  the  parts  of  both  patient  and 
therapist. 
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Reflection  or  interpretation?  Porter  distinguishes  between  reflection  and 
interpretation.  What  matters  is  the  therapist's  intent,  not  his  words.  If  his 
response  aims  at  furthering  his  own  understanding  of  what  the  chent  is 
communicating,  that  is  reflection;  if  his  aim  is  to  communicate  to  the  chent 
what  the  chent's  words  mean,  that  is  interpretation.  Rogers  takes  issue  with 
identifying  "merely  reflecting"  with  the  chent-centered  approach.  The 
true  chent-centered  response  is  empathic  acceptance,  the  effort  to  feel  in 
oneself  what  the  client  is  feeling  and  to  communicate  that  understanding. 
Complete  empathic  understanding  is  impossible,  but  the  desire  to  under- 
stand is  the  important  factor.  Thorne  agrees  with  Porter  and  Rogers  that 
interpreting  was  unwise  here  since  the  patient  was  under  sufficient  stress 
to  unburden  herself  without  external  stimulation;  a  sympathetic  listener 
was  all  that  was  needed.  Snyder,  Munroe,  and  Dreikurs  recommend  gentle 
or  modified  interpretation.  Snyder  believes  the  patient  was  too  disturbed 
for  abrupt  interpretation  of  transference  elements,  but  that  gentler  in- 
terpretation might  have  helped.  Dreikurs  feels  the  patient  came  prepared 
to  express  herself  and  that  gentle  probing  and  coaxing  at  the  start  would 
have  accomplished  with  less  trauma  and  more  speed  what  the  belated 
interpretation  did.  Munroe  contends  that  insight  alone  would  have  had 
little  value  because  of  the  patient's  weak  ego  structure.  She  recommends  a 
more  educational  approach  where,  within  the  context  of  a  supportive,  en- 
couraging relationship,  gentle  interpretations  are  coupled  with  suggested 
generalizations  to  external  reality.  Whitaker  says  interpretations  or  reflec- 
tions would  have  been  mere  verbal  smoke  screens  in  this  case;  the  depth 
of  the  relationship  far  outweighed  matters  of  technical  competence. 
Frankl  sees  both  interpretation  and  reflection  as  inadequate  since  they  are 
aimed  at  elucidating  complexes  and  symptoms.  Such  is  not  the  main  task  of 
psychotherapy;  it  is  reorientation  of  the  patient  to  the  meaning  and  value  of 
life — helping  her  find  her  own  "will-to-meaning."  Mowrer  also  regards 
interpretation  and  reflection  as  insufficient.  The  guilt  that  makes  people  ill, 
contrary  to  the  working  assumption  of  Freud  and  his  followers,  is  not 
always  false  guilt,  but  may  be  based  on  actual  transgression.  Therefore, 
self-acceptance  through  confession  is  not  enough;  a  program  of  positive 
action  may  be  needed. 

How  well  was  the  case  handled?  Thorne  feels  it  would  have  been  safer 
to  refer  the  patient  to  a  more  experienced  therapist,  preferably  a  psychia- 
trist; but,  as  in  this  case,  it  often  is  not  possible.  Fortunately  the  therapist 
stumbled  upon  the  right  procedure,  which  was  to  allow  the  patient  to 
ventilate  her  feelings.  Aldrich  states  that  the  diagnosis  of  paranoid  schiz- 
ophrenia implies  the  likelihood  of  dangerous  behavior  and  that  it  is  essen- 
tial that  a  psychiatrist  participate  more  fully  to  insure  appropriate  medical 
and  legal  safeguards.  He  also  points  out  that  a  Rorschach  diagnosis  is  in- 
sufficient. Snyder  raises  the  question  of  whether  or  not  a  clinic  solely 
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ultilizing  client-centered  methods  should  treat  outright  psychotics,  since 
there  is  not  yet  enough  evidence  that  the  approach  is  suitable  for  such 
cases.  Frankl  disagrees  that  the  patient  was  scliizophrenic  or  that  the 
office  episode  was  a  psychotic  break.  Karpf,  too,  seems  doubtful  as  to  the 
diagnosis  of  schizophrenia,  but  asks  why,  in  view  of  the  diagnosis,  the 
patient  was  not  referred  to  a  psychiatrist  for  treatment.  Porter  hkes  the 
therapist's  evident  respect  for  the  patient  and  his  willingness  to  depart 
from  client-centered  tradition.  He  says  the  tlicrapist,  far  irom  being  in- 
decisive, was  very  decisive  in  acting  out  his  willingness  to  give  completely 
of  his  time.  Rogers  commends  the  therapist  for  his  ability  to  be  transparent 
to  his  own  feelings  and  to  follow  their  dictates,  factors  he  sees  as  essential 
to  therapeutic  change.  Whitaker,  too,  praises  this  genuineness  as  being  the 
most  important  element  in  the  therapist's  approach.  Mowrer,  Porter,  and 
Munroe  praise  the  therapist's  humanity  and  sincere  desire  to  help. 

Case  4:  "Hold  Me!  Hold  Me!" 

A  patient  confronted  by  the  possibility  of  a  uterine  carcinoma  arrived 
trembling  and  desperate.  The  therapist  touched  her  head,  and  the  patient 
clutched  the  therapist  and  sobbed.  After  a  few  minutes  the  patient  relaxed. 

The  therapist  feels  this  is  an  illustration  of  the  psychological  union  that 
provides  soil  for  growth.  However,  she  questions  the  appropriateness  of 
the  physical  contact,  though  it  seemed  necessary  as  part  of  a  bridge. 

Munroe  entirely  agrees  with  the  therapist's  position  that  the  patient 
needed  direct  psychological  union  with  a  strong,  loving  person.  Rogers 
feels  that  the  therapist  had  much  to  oflFer:  deep  feelings  of  warmth  and 
acceptance,  which  were  transparent  to  herself.  For  Klapman,  the  therapist 
was  an  anchor  point  in  the  patient's  terrible  isolation.  Riesman  belie\'es  the 
patient  pulled  herself  together  in  order  not  to  let  the  therapist  do\\Ti. 

Thome  and  Dreikurs,  though  generally  approving  of  the  therapist's 
warmth  and  encouragement,  agree  that  little  was  accomplished  tliera- 
peutically  by  the  "psychological  union."  Dreikurs  says  the  patient  gained 
no  insight  or  reorientation  in  her  view  that  no  beneficient  forces  exist,  but 
merely  enlisted  the  therapist  as  a  new  source  of  the  strength  she  needed  to 
fight  the  world  singlehandedly.  Thorne  says  she  simply  utilized  her  usual 
defense,  that  is,  open  admission  of  weakness  and  thro\\ing  herself  upon  the 
other  person's  mercy  in  order  to  gain  sympathy  and  support. 

All  consultants  support  the  therapist's  view  that  physical  contact  was 
permissible  and  helpful.  Riesman  believes  the  more  primiti\e  physical 
contact  was  especially  important  in  view  of  the  patient's  lower-class  origin 
and  consequent  difficulty  with  abstract  concepts.  Rogers  thinks  the  physical 
contact  was  all  right,  so  long  as  the  therapist  was  genuine!)-  comfortable 
with  it.  Dreikurs  believes  it  fortified  the  intense  commmiication  and  ex- 
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pressed  warmth,  sympathy,  and  involvement.  Munroe  feels  that  physical 
contact  is  desirable,  even  necessary,  in  reaching  some  psychotics;  and,  al- 
though approving  in  this  instance,  adds  that  after  such  a  major  deviation 
from  the  usual  rule,  the  therapist  should  take  stock  and  readjust  the  rela- 
tionship. Thorne  believes  physical  contact  should  be  very  limited,  prefer- 
ring soothing  words  in  such  emergencies.  Needs  for  dependency  should 
be  reflected  nondirectively.  Allowing  the  client  to  achieve  support  through 
physical  intimacy  weakens  his  attempt  to  unify  himself  independently. 
Thome  agrees  with  Munroe  that  such  deviations  call  for  very  prompt 
stock-taking  and  readjustment  by  the  therapist. 

Opinions  on  the  interpretation  of  God  are  varied.  Dreikurs  sees  no  sig- 
nificant interpretation  to  the  patient,  largely  because  the  therapist  is  un- 
aware of  the  true  dynamics  of  the  case.  Nothing  was  added  by  the  interpre- 
tation, says  Rogers;  it  was  merely  an  expression  about  which  the  therapist 
could  have  no  primary  knowledge,  as  she  does  about  her  feelings.  There 
would  have  been  more  meaning  to  empathically  living  through  the  patient's 
fears  with  her.  Riesman  likes  the  therapist's  ability  to  transcend  her  own 
vie\A'point  ( obvious  in  her  words  "unrealistic  turning  to  God" )  and  to  re- 
interpret the  patient's  theistic  striving  in  a  way  which  gave  her  strength. 
Mmiroe  believes  the  patient  was  brought  back  to  the  reality  problem 
through  the  tactful  interpretation  of  God.  She  sees  this  interplay  as  a  very 
good  example  of  her  "intellectualizing  technique"  and  believes  it  played 
an  important  part  in  the  patient's  recovery  and  maintenance  of  control. 

There  are  some  isolated  observations  of  considerable  interest.  Klapman 
points  out  that  the  very  hypersensitivity  that  makes  life  hazardous  to  such 
a  person  also  makes  her  much  more  amenable  to  the  beneficial  elements 
of  therapy.  Munroe,  though  firmly  opposed  to  the  Reichian  approach  in 
general,  is  interested  in  the  possibilities  of  direct  attack  on  the  "body 
armor"  and  believes  physical  contact  may  some  day  become  a  feasible 
adjunct  in  some  situations.  Riesman,  a  sociologist,  is  struck  by  the  quiet 
courage  displayed  by  the  therapists  who,  time  after  time,  must  face  such 
violent  upheavals  in  the  client  or  patient  with  little  more  than  themselves  as 
tools.  Rogers  feels  the  order  of  events  in  the  crisis  is  reversed;  it  was  the 
client's  perception  of  the  therapist's  fear  which  precipitated  the  psychotic 
break,  not  vice  versa.  Although  there  is  no  doubt  that  heredity,  constitu- 
tional makeup,  and  chemical  factors  have  a  part  in  the  predisposition  to 
psychosis,  psychologically  a  psychosis  occurs  only  when  human  relation- 
ships break  down. 

Case  5:  Socratic  Therapy 

The  patient,  a  27-year-old  male,  displayed  ruminations,  scrupulosity, 
perfectionism,  and  depressed  spells.  At  one  session  he  arrived  in  a  de- 
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pressed  mof)d  and  was  handled  by  an  indnctive  approach  to  generalization 
through  dialogue,  by  which  Ins  mood  was  strikingly  transfornried.  'Hie 
therapist  says  the  procedure  exemplifies  the;  "Socratic  method,"  the  im- 
portance of  dealing  with  the  "on-going"  situation  rather  than  with  histori- 
cal factors,  and  the  ego  support  derived  from  self-discovery  by  patients. 

Hoio  use  fill  is  the  procedure?  Ellis  is  enthusiastic  about  the  Sfjcratic 
approach  and  states  that  under  the  name  rational  therapy  he  often  uses  a 
very  similar  method.  Psychotherapy  has  neglected  direct  attempts  to  dem- 
onstrate, by  examining  the  patient's  basic  assumjjtions,  that  his  present 
irrational  and  illogical  ways  of  behaving  are  wrong.  The  less  efficacious 
interpretive  techni(]ue  shows  the  patient  (jnly  how  symptomatic'  attitudes 
and  behaviors  were  originally  accjuired.  Mowrer  is  encouraged  by  another 
instance  of  psychotherapists'  willingness  to  try  new,  unorthodox  tech- 
niques. Specifically,  he  believes  this  technique  illustrates  the  possibilit\' 
that  changes  in  behavior  may  often  necessarily  precede  insight  rather  than 
follow  it.  Munroe  regards  the  Socratic  method  as  an  example  of  her  "intel- 
lectualizing"  approach.  She  approves,  but  cautions  that  depressed  spells 
may  be  very  complex,  masking  psychosis  or  acute  mood  disturbances,  and 
hence  this  technic|ue  should  be  used  sparingly.  She  prefers  a  broader  shar- 
ing of  understandings,  utilizing  the  transference.  Thome  belie\'es  the  treat- 
ment and  results  are  only  symptomatic.  Also,  as  does  Munroe,  he  regards 
this  patient  as  only  mildly  disturbed.  The  Socratic  method  would  be 
almost  useless,  or  even  dangerous,  where  the  client  was  deeply  disturbed, 
since  there  would  not  be  enough  control  over  impulses  to  utilize  the  instiuc- 
tion.  Porter  disapproves  of  the  method  and  feels  that  a  nondirective  ap- 
proach would  have  obtained  the  same  good  results.  Riesman  indicates  a 
danger  of  permissive  therapv  in  which  a  myth  of  individual  nonresponsi- 
bility  may  arise.  A  vigorous,  intellectual,  logical  approach  like  this  one 
seems  preferable  for  some  patients. 

Should  the  emphasis  he  on  the  present  or  the  past?  Mower  says  that 
dwelling  upon  and  blaming  the  past  may  deprive  the  patient  of  hope  for 
his  own  responsibility  and,  therefore,  the  possibility  of  self-directed 
change.  Porter  readily  agrees  that  little  can  be  accomplished  by  dealing 
with  "ghosts"  from  the  past.  The  past  can  be  dealt  with  eflFecti\'ely,  how- 
ever, with  the  client-centered  procedure  of  emphasizing  present  feelings 
about  the  past.  EHis  approves  of  the  emphasis  upon  the  present.  He  be- 
lieves that  with  concentration  on  the  irrational  thinking  of  the  patient  in 
the  here  and  now  most  problems  of  psychotherapy  ^^'ill  be  soh  ed. 

What  is  the  importance  of  self-discovery?  Munroe  agrees  heartily  that 
self-discovery  is  a  "valid  and  realistic"  ego  boosting,  but  she  stresses  the 
importance  of  its  occiuring  within  a  transference  relationship.  The  \alue  of 
self-discovery,  according  to  Porter,  is  a  central  tenet  of  client-centered 
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therapy.  \Vhat  puzzles  him  is  why  other  therapists,  once  hitting  upon  this 
concept,  do  not  try  to  order  their  therapeutic  behavior  more  fully  around 
e£Forts  to  promote  self-discovery  and  abandon  efforts  to  teach. 


Case  6:  "I  Love  You,  Doctor" 

The  patient,  a  beautiful  widow  of  21,  confessed  her  attraction  for  the 
therapist,  who  attempted  to  explain  the  attraction  as  derived  from  transfer- 
ence. When  the  patient  convinced  him  that  her  sentiments  were  real,  the 
therapist  suggested  she  go  to  someone  else  for  treatment.  She  accepted  the 
suggestion,  but  when  the  therapist  gave  her  information  about  himself  to 
the  effect  that  he  might  not  be  as  desirable  a  mate  as  she  had  imagined,  the 
patient  changed  her  mind  and  stayed  in  therapy,  which  then  proceeded 
successfully. 

The  therapist  feels  that  many  "transferences"  have  clear-cut  reality 
bases  and,  in  such  cases,  to  insist  that  classic  transference  exists  is  to  force 
a  false  interpretation  of  the  situation.  He  says  this  should  be  recognized 
as  a  problem. 

Why  do  patients  fall  in  love  with  their  therapists?  All  consultants  agree 
that  this  commonly  occurs.  Mowrer  feels  that,  although  reality  factors  may 
have  been  involved  in  this  case,  too  often  this  is  not  so  and  other  explana- 
tions must  be  found.  If  the  patient  can  seduce  and  corrupt  authority,  he 
discredits  the  therapy  and  is  relieved  of  the  necessity  of  going  through 
with  it.  An  alternate  explanation  is  that  the  patients  simply  are  attempting 
to  regenerate  meaning,  if  only  briefly,  in  otherwise  empty  lives  by  experi- 
encing themselves  more  vividly  in  the  sexual  act.  Riesman  says  in  our  cul- 
ture a  visit  to  the  doctor  is  often  a  form  of  social  mobility.  The  professional 
man  appeals  to  women  on  a  soap-opera-glamor  level;  but,  also,  on  a  quite 
realistic  basis.  Dreikurs  feels  there  are  often  very  real  factors  in  the  patient's 
attraction  to  the  therapist — the  relationship  is  probably  better  than  any 
the  patient  has  ever  had.  But  there  are  also  neurotic  elements  operating. 
Only  a  pessimistic  attitude  reflecting  eventual  unhappiness  in  marriage 
would  permit  a  patient  to  disregard  the  red  light  in  the  therapeutic  rela- 
tionship. Such  attractions  may  indicate  the  patient's  intention  to  fall  for  the 
wrong  mate  to  prove  the  correctness  of  the  underlying  pessimism.  In  an- 
other explanation  Dreikurs  says  the  patient  attempts  to  deprive  the  thera- 
pist of  his  role  by  making  an  ordinary  man  of  him.  It  is  a  way  of  resisting 
therapy  by  negating  the  therapist's  influence.  Frank  bases  his  explanation 
on  the  patient's  pervasive  demoralization.  Her  misperception  of  others  (in 
this  case  the  therapist)  is  an  attempt  to  protect  herself  from  feelings  of 
failure.  Aldrich  feels  that  the  patient's  seductiveness  was  an  expression  of 
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hostility  and  that  the  therapist  was  probably  showing  his  own  hostility 
through  coiinterseduetiveness.  Thompson  states  that  falling  in  love  with 
the  therapist  oeeurs  more  frecjuently  with  female  patients  beeause  of  cul- 
tural factors.  The  patient  sees  the  therapist  as  a  safe  bet  for  marriage.  Un- 
like Mowrer,  Thompson  feels  that  in  such  cases  the  therapist  always  has 
shown  some  personal  response  to  the  paticmt,  even  though  it  may  have 
been  unconscious  and  very  slight.  Galdston  disagrees  that  ther(!  is  any 
reality  basis,  in  this  case,  but  sees  the  patient's  vigorous,  aggressive,  and 
domineering  pursuit  as  part  of  her  fundamental  neurotic  pattern. 

How  well  was  this  case  handled?  Aldrich  is  disappointed  in  the  thera- 
pist and  sees  his  lengthy  dissertation  to  the  patient  as  hf)stile  coimterseduc- 
tion  which  frightened  the  patient.  She  remained  in  therapy  not  because 
of  the  flimsy  reorientation  to  the  true  state  of  affairs,  but  because  she 
needed  help  so  badly  and  because  his  abandoning  the  role  of  counter- 
seducer  reassured  her.  Frank  says  that  trust  is  the  basis  for  therapeutic 
readjustment,  and  that  trust  is  based  on  accurate  as  well  as  distorted  per- 
ceptions. The  mature  therapist  will  acknowledge  accurate  perceptions, 
accept  the  accompanying  feelings  whether  good  or  bad,  and,  where  the 
feelings  cannot  be  resolved,  refer  the  patient  to  another  therapist.  Munroe 
feels  the  reality  factors  were  dealt  with  and  then  the  transference  elements 
were  understood.  Dreikurs  and  Aldrich  say  the  therapist  missed  an  op- 
portunity to  analyze  and  interpret  the  patient's  behavior. 

Several  consultants  deplore  the  fact  that  therapists  too  often  use  "trans- 
ference" as  a  refuge  from  dealing  with  their  own  feelings,  either  alone  or 
openly  with  the  patient.  Thompson  believes  the  analysis  of  many  an  attrac- 
tive woman  comes  to  grief  when  the  therapist,  guilty  because  of  his  owti 
thoughts,  does  not  dare  to  deal  directly  with  the  situation,  but  talks  about 
transference  while,  at  the  same  time,  behind  his  professional  mask  he  con- 
tinues to  enjoy  the  sight  and  presence  of  the  patient.  Riesman  points  out 
that  the  frequent  attempt  of  therapists  to  hide  behind  the  concept  of  trans- 
ference throws  the  emphasis  upon  the  past  and  thereby  prevents  patients 
from  dealing  with  the  more  painful  present,  further  obfuscating  and 
alienating  patients  from  their  own  feelings.  Galdston  commends  the  thera- 
pist's questioning  the  classical  sham  and  humbug  of  the  analyst's  pose  as  a 
psychic  castrate.  He  agrees  with  the  therapist,  and  others,  that  where  the 
patient's  attachment  derives  from  reality  it  should  be  recognized  and  used 
constructively. 

Mowrer  cites  evidence  that  the  psychoanalytic  dictum  to  a\oid  impos- 
ing values  upon  the  patient  is  impossible.  Furthermore,  it  may  not  even  be 
desirable.  Perhaps  there  are  values  we  can  legitimately  exchange  for  the 
patient's  old  ones.  If  so,  the  therapeutic  problem  is  ho\\-  to  get  the  patient 
to  accept  such  alternative  values. 
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Case  7:  "Don't  Help  Jim  Read" 

A  therapist  hypothesized  that  Jim,  a  12-year-old  boy,  was  unconsciously 
using  poor  reading  to  gain  his  mother's  attention,  and  that  the  mother's 
need  to  feel  needed  contributed  to  the  reading  problem.  He  decided  to 
"trick"  the  mother  out  of  her  "helping"  pattern  by  getting  her  to  withhold 
all  help  for  two  weeks  and  to  indicate  to  the  boy  that  learning  to  read  was 
his  own  problem.  Jim's  reading  improved  markedly.  The  therapist  then 
confessed  his  "duplicity"  to  the  mother. 

The  therapist  asks  several  questions  regarding  the  correctness  of  his 
hypothesis  and  the  ethical  justification  of  his  procedure. 

Was  duplicity  necessary  or  desirable?  Herr  says  that  there  might  have 
been  even  greater  risk  if  the  mother  had  known  of  the  dynamics;  Riesman 
says  favorable  results  partially  vindicate  the  therapist;  and  Sondel  says  the 
hypothesis  was  reasonable.  However,  arguments  against  the  procediu^e  are 
much  stronger  and  are  presented  by  all  the  other  consultants.  Aldrich, 
Hilgard,  and  Hunt  feel  duplicity  was  unnecessary.  Some  factor,  possibly 
the  mother's  insight  into  the  problem,  must  have  already  changed,  other- 
wise she  would  not  have  been  able  to  follow  instructions.  Blake  and  Karpf 
feel  strongly  that  the  approach  was  unwise.  Blake  says  the  basic  problem 
between  mother  and  son  was  not  changed  through  manipulation  and  that 
it  is  likely  to  come  out  in  other  forms.  Karpf  agrees  with  Blake  tliat  although 
short-term  results  were  good,  long-term  effects  may  be  bad.  She  says  such 
arbitrary  handling  is  hazardous,  especially  the  abrupt  removal  of  support 
from  an  exceptionally  dependent  child.  Both  Hunt  and  Karpf  present 
reasoning  upon  which  the  therapist  might  have  elected  courses  of  action 
other  than  duplicity.  If  his  hypothesis  about  the  mother's  need  to  keep  Jim 
a  baby  were  correct,  she  could  not  have  followed  instructions  and  could 
have  obstructed  Jim's  progress  in  various  other  ways.  If  his  hypothesis 
about  the  mother's  need  were  wrong,  then  she  would  have  accepted  the 
explanation  of  the  effects  of  her  overconcern,  and  both  she  and  her  son 
might  have  been  better  prepared  for  such  a  drastic  change.  Furthermore, 
if  the  mother  needed  more  therapy  ( which  she  most  certainly  would  if  the 
therapist's  hypothesis  were  correct ) ,  he  had  fostered  mistrust  on  her  part 
and  at  least  partially  closed  the  door  to  future  therapeutic  help  for  her. 

What  is  the  ethical  status  of  the  therapist's  procedure?  Herr  finds  no 
reputable  code  of  ethics  which  binds  a  person,  professional  or  otherwise, 
to  tell  all  his  motivations.  The  point  is  especially  true  in  this  case  because 
of  the  uncertainty  involved.  Sondel  sees  the  question  of  ethics  as  super- 
fluous. One  cannot  talk  about  ends  justifying  means  unless  there  are  specific 
ends  and  specific  operational  means;  not  the  case  here.  She  points  out  the 
question  must  have  arisen  from  the  therapist's  inner  conflicts.  A  therapist 
who  is  fully  patient-directed  never  entertains  such  tlioughts  as  "duplicity," 
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"trick,"  and  "confession."  Aldrich,  too,  believes  the  therapist's  ethical 
doubts  arise  from  internal  conf(isif)n.  If  his  therapeutic  morality  excluded 
deception,  he  might  well  be  ashamed,  but  nf)t  guilty  and  called  upon  to 
confess.  Herr  says  the  anxiety  may  have  proceeded  from  the  th(?rapist's 
taking  on  total  responsibility  for  th(!  cure,  ratlu^r  than  frf)m  Iving  to  the 
mother.  Riesman  feels  that,  although  thc;r(;  was  some  (;lliical  apprtjbrium 
in  using  the  same  controlling  tactics  with  the  mother  that  she  used  with 
Jim,  the  therapist's  ultimate  aim  of  liberating  both  Jim  and  the  mother  from 
dependence  on  experts  vindicates  him.  Blake  feels  that  no  ethical  problem 
is  involved  in  such  approaches  so  long  as  the  client  is  aware  that  psycho- 
therapy in  the  ordinary  sense  is  not  being  administered,  and  knows  that 
forces  of  which  he  is  unaware  are  being  manipulated  with  the  aim  of  a 
positive  outcome.  To  Karpf,  the  question  in  this  case  seems  more  one  of 
judgment  and  viewpoint  than  ethics.  If  one  believes  in  authoritarian  tvpes 
of  therapy,  the  therapist's  procedure  was  justified,  assuming  that  his  judg- 
ment was  correct;  if  one  does  not  believe  in  an  authoritarian  approach,  he 
was  not  justified.  However,  she  adds  that  psvchotherapeutic  techniques 
involve  the  individual's  basic  rights.  Too  much  manipulation  can  put  the 
therapist  in  a  dictator's  role  which  is  not  appropriate  in  a  democratic 
society. 

What  theoretical  issues  are  involved?  Aldrich  says  the  reading  failure 
was  prolonged,  not  caused,  by  the  mother's  attention,  and  that  this  is  an 
example  of  effective  treatment  directed  at  secondary  gains.  For  Himt.  the 
case  illustrates  the  technique  of  manipulating  social  motives  and  social 
stimuli  which  produce  them.  Blake  points  out  that  the  approach  was  not 
psychotherapy  but  psychodynamic  engineering.  The  results  came  from 
instruction  or  manipulation  and  lack  the  hallmarks  of  therapeutic  growth. 
Hilgard  finds  the  case  important  because  reading  problems  have  been  so 
resistant  to  clear  solutions.  A  complete  psychology  of  learning  must  recog- 
nize the  psychodynamic  context  with  its  basic  implication  that  there  may 
be  obstacles  to  learning  which  the  learner,  although  consciously  wishing  to 
learn,  cannot  overcome. 


Case  8:  All  Alone  by  the  Telephone 

The  patient,  a  foreign  girl,  was  living  in  a  rented  room  in  a  sti-ange 
city,  knowing  only  one  family  friend  and  the  therapist.  For  weeks  during 
treatment  she  was  despondent  and  withdra\Mi,  but  kept  appointments 
regularly.  During  one  session,  she  talked  about  suicide.  The  next  da)'  she 
missed  her  appointment.  The  therapist  feared  she  might  commit  suicide; 
nevertheless,  he  decided  to  avoid  being  dra\Mi  into  her  net  of  domination 
by  waiting  and  doing  nothing.  The  patient  called  later,  gi\ing  a  palpably 
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false  excuse,  and  the  missed  appointment  was  not  discussed  further.  Three 
months  after  leaving  therapy,  which  terminated  soon  after  the  incident,  the 
patient  wrote:  "I  have  never  hated  anyone  so  much  as  I  hate  you.  Because 
I  know  now  tliat  I  have  only  one  way  before  me:  to  get  well."  Three  years 
later  she  visited  the  therapist  and  confirmed  that  his  actions  gave  her  the 
feeling  she  was  understood. 

What  was  the  main  factor  in  the  patient's  change?  Klapman  says  the 
patient  realized  the  therapist  really  understood  her;  but,  she  also  saw  that 
he  was  not  having  any  of  this  self-defeating  behavior.  The  healthy  part  of 
her  personality  insisted  that  the  therapist  was  right,  and  she  had  to  get  well. 
Porter  says  that  although  the  therapist's  attitudes  toward  her  decision  not 
to  come  were  actually  manipulative,  he  demonstrated  a  kind  of  respect  by 
not  intervening  and  thereby  bestowed  upon  her  a  rare  gift:  the  realization 
that  she  could  be  responsible  for  herself.  Karpf  thinks  other  factors,  such 
as  the  American  relative,  may  have  contributed  to  the  change,  but  it  was 
heavily  influenced  by  the  early  establishment  of  a  significant  relationship. 
Herr  sees  the  effective  element  as  a  combination  of  a  delicate  balance  of 
appreciation  and  understanding  with  feelings  of  confidence  in  a  favorable 
outcome.  Wolff  says  the  patient's  basic  experience  was  to  be  abandoned, 
disliked,  and  made  to  feel  worthless.  The  therapist  conveyed  the  fact  that 
an  important  person  trusted,  understood,  and  believed  in  her.  Dreikurs 
grants  that  the  friendly  feelings  and  respect  were  important,  but  much 
more  important  was  the  therapist's  refusal  to  be  intimidated,  thereby  be- 
coming a  match  for  her. 

How  should  a  therapist  deal  with  possible  suicide?  Herr  says  that  the 
ethics  of  nonintervention  have  been  discussed  by  moralists  and  ethicians, 
usually  to  no  avail.  There  are  no  concrete  answers  as  to  what  to  do  in  such 
situations.  However,  he  points  out  that  the  effects  of  "not  permitting"  and 
"scolding"  are  well  known  to  be  bad,  whereas  imderstanding  and  trust 
often  bring  good  results.  Karpf  takes  an  opposite  view.  Most  therapists 
would  probably  prefer  a  more  active  approach  where  there  is  a  possibility 
of  suicide  and  work  out  any  repercussions  in  the  course  of  therapy.  How- 
ever, she  does  not  give  any  indication  of  just  what  should  be  done. 

How  was  the  therapist's  over-all  handling  of  the  case?  Klapman  feels  the 
therapist  displayed  penetrating  understanding  of  the  dynamics  and  that 
the  patient  was  handled  with  finesse.  Wolff,  Herr,  and  Porter  are  generally 
approving,  though  Porter  would  like  to  see  less  emphasis  upon  what  tech- 
niques to  use  and  more  emphasis  upon  genuinely  respecting  the  patient. 
Both  Karpf  and  Dreikurs  feel  the  case  was  too  risky  to  treat  under  the 
circumstances.  Dreikurs  is  especially  concerned  about  taking  on  a  person 
who  did  not  have  even  enough  trust  to  give  the  therapist  her  address.  At 
least  this  fear  should  have  been  worked  out  before  continuing  therapy. 
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Karpf  wonders  why  the  therapist  did  not  explore  with  the  patient  her  true 
reasons  for  missing  the  appointment. 

There  are  several  (general  observations  on  therapy.  Dreikurs  pcjints  out 
that  doing  the  unexpected  sometimes  is  good,  especially  where  the  thera- 
pist is  on  the  run  or  cornered;  it  deprives  the  patient  of  his  systematic  (but 
mostly  unconscious)  scheming  procedure.  However,  shock  technifjues  are 
best  used  only  in  deteriorating  relationships.  Their  effect  on  a  good  rela- 
tionship may  be  poor.  Klapman  feels  the  patient,  although  self-defeating 
and  resistant,  always  has  a  healthy  part  of  the  personality  that  longs  for 
understanding  and  rescue  from  his  situation.  Porter  believes  that  everyone 
has  independency  needs  as  well  as  those  for  dependency.  Is  it  not  likely 
that  "feeding"  independency  needs  through  respect  and  nonintervention 
will  make  those  needs  grow  and  become  predominant  in  behavior,  just  as 
feeding  dependency  needs  seems  to  make  them  grow.  Wolff  says  provoca- 
tions of  the  therapist  are  rooted  in  resistance  and  transference.  Those  due 
to  resistance  challenge  the  therapist's  initiative;  those  due  to  transference 
challenge  his  emotional  relations.  However,  in  cases  of  "existential  isola- 
tion," such  as  this  was,  the  therapist  may  have  to  prove  his  "humanness" 
in  order  to  establish  an  effective  relationship.  Herr  says  it  would  be  a  real 
scientific  contribution  if  it  could  be  shown  how  a  person  becomes  en- 
dowed with  a  conviction  of  his  own  worth  and  gains  the  determination  to 
pursue  worthwhile  goals  when  no  one  else  in  the  world  seems  to  find  any 
good  in  him.  Karpf  regards  this  case  as  a  triumph  of  brief  therapy,  in  which 
a  strong  relationship  continued  to  have  a  significant,  beneficial  effect  on 
the  patient's  life  in  spite  of  its  brief  duration. 

Case  9:  "I'll  Kill  You  If  You  Leave  Me!" 

A  woman  patient,  the  main  support  of  an  irresponsible  husband  and 
three  teen-age  children,  wanted  a  divorce.  The  husband  threatened  to  kill 
her  and  the  children  if  she  went  through  with  the  plan.  The  therapist, 
after  discussing  the  matter  with  both  of  them,  became  con^'inced  that  the 
husband  was  a  dangerous  paranoid.  Unless  the  husband  would  consent 
to  psychiatric  treatment,  the  therapist  could  do  nothing  but  advise  legal 
aid  for  the  wife.  The  husband  refused,  and  effective  legal  aid  proxed  im- 
possible. Later,  after  threatening  to  shoot  the  wife,  the  husband  killed 
himself. 

How  well  did  the  therapist  handle  the  situation?  Hunt,  Klapmrni,  and 
Mowrer  commend  the  therapist.  Hunt  especially  liked  the  fact  that  he 
checked  on  the  story  by  interviewing  the  husband  and  took  into  considera- 
tion the  whole  family's  welfare.  Therapists  too  often  take  responsibility 
only  for  the  patient.  Klapman  says  the  case  could  not  ha\  e  been  better 
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handled.  Mowrer  states  the  management  of  the  case  is  somewhat  of  a 
model.  However,  Thorne  and  Eliasberg  feel  the  therapist  should  have 
called  in  a  psychiatrist.  Eliasberg  would  ask  for  an  accurate  diagnosis; 
and  Thome  would  question  whether  the  husband  should  not  have  been 
institutionalized.  However,  some  consultants  doubt  the  wisdom  of  forced 
institutionalization,  and  some  question  whether  or  not  the  husband's  treat- 
ment was  neglected.  Klapman  says  the  slight  behavior  improvement  after 
a  few  interviews  showed  there  was  a  healthy  part  to  the  husband's  per- 
sonality. Dreikurs  and  Eliasberg  say  the  therapist  should  have  probed  for 
homosexual  tendencies,  or  for  doubts  about  his  masculinity.  In  addition, 
Dreikurs  would  have  concentrated  on  freeing  the  wife  from  fear,  since 
fear  could  only  increase  her  danger.  Mowrer  says  the  husband's  lifelong 
history  of  "sins  of  omission"  made  it  difficult  for  him  to  change,  but  that 
the  therapist  should  have  tried. 

Why  did  the  husband  kill  himself?  According  to  the  story  as  told  by 
the  wife  and  substantiated  by  the  evidence,  the  husband  threatened  to 
kill  his  wife,  but  suddenly  turned  the  gun  on  himself.  Dreikurs,  Klapman, 
and  Hunt  agree  that  the  reason  for  the  suicide  must  have  been  the  wife's 
sudden  acceptance  of  her  fate,  although  they  interpret  differently  the 
husband's  reaction.  Dreikurs  says  when  she  did  not  care  any  more,  the 
husband  lost  his  power  over  her.  There  was  then  no  longer  any  sense  in 
threatening  her.  Hunt  says  the  husband  was  a  narcissistic  failure  and  that 
his  wife  was  his  most  immediately  frustrating  object.  Her  abject  submission 
to  his  death  threat  both  satisfied  his  need  to  harm  her  and  suddenly  intensi- 
fied his  own  self-deprecation.  Klapman's  view  is  almost  identical.  The 
husband's  life  was  built  about  grandiose  heroic  aims,  which  increasingly 
were  shown  to  be  futile.  His  wife's  wish  to  leave  him  was  the  greatest 
evidence  of  his  failure.  To  kill  her,  with  apparent  justification,  would  have 
removed  the  reminder  of  his  inadequacy.  Her  sudden  capitulation  brought 
about  an  agonizing  moment  of  insight  and  in  his  despair  at  what  he  saw,  he 
destroyed  himself. 

What  are  the  legal  considerations?  Thorne  believes  such  cases  should 
be  referred  immediately  to  a  psychiatrist  or  a  physician  empowered  to 
institute  commitment  procedures,  or  to  legal  authority.  Klapman  com- 
ments that  if  the  husband  had  been  committed,  he  would  probably  have 
been  given  only  perfunctory  treatment  and  then  released.  His  delusions 
about  his  wife  would  have  been  given  objective  confirmation  and  his 
homicidal  tendencies  would  have  been  increased.  Thompson  comments 
that  at  present  there  is  no  adequate  way  of  protecting  anyone  from  the 
destructive  behavior  of  paranoids,  who,  when  the  occasion  demands,  can 
appear  deceptively  normal.  She  says  it  is  criminal  to  ask  a  lay  jury  or  a 
judge  without  psychiatric  training  to  make  final  decisions  about  the  sanity 
of  a  potential  killer.  Hunt,  Eliasberg,  Mowrer,  and  Thompson  call  for 
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closer  cooperation  between  the  courts  and  the  professions  concerned  with 
such  cases.  Hunt  asks  that  psychologists,  social  workers,  and  psychiatrists 
try  to  cast  diagnostic  statements  into  predictive  terms  instead  of  the  dy- 
namic form  limited  to  what  goes  on  v\  ithin  individuals.  Without  predictive 
statements,  which  can  be  shown  to  liave  statistical  validity,  society  will 
not  change  its  laws  so  that  the  freedom  of  individuals  can  be  restricted 
before  they  commit  tragic  acts. 

Case  10:  Client-centered  Hypnosis? 

A  prisoner,  who  referred  himself  for  therapy,  was  treated  for  about  a 
year  by  means  of  client-centered  therapy.  Good  progress  was  noted,  but 
due  to  external  reasons,  therapy  was  about  to  end.  The  patient  protested 
that  there  was  something  "which  had  to  come  out"  but  which  failed  to 
appear  during  several  more  sessions.  The  therapist  used  hypnosis,  which 
brought  forth  the  memory  of  a  childhood  "murder."  This  seemed  to  relieve 
the  patient,  and  he  made  a  good  adjustment  upon  release  from  prison. 

What  was  the  value  of  hypnosis  in  this  case  and  as  a  general  therapeutic 
technique?  Frankl  states  the  aim  of  psychotherapy  is  to  educate  the  patient 
toward  self-reliability  and  responsibility.  Hypnosis  may  limit  the  freedom 
and  responsibility  of  the  patient.  However,  in  this  case  it  was  the  only  thing 
that  worked.  Ellis,  too,  feels  that  hypnosis  does  little  to  enhance  the  pa- 
tient's self-confidence,  but  he  disagrees  with  the  therapist's  contention  that 
it  should  not  be  used  in  therapy,  since  in  some  cases  it  can  be  very  valuable. 
He  also  sees  it  as  a  useful  diagnostic  tool.  Galdston  feels  the  hypnosis  was 
important  only  because  it  demonstrated  the  therapist's  interest  and  \\'illing- 
ness  actively  to  help  the  patient.  Blake  believes  the  repressed  material 
would  have  been  brought  to  light  eventually,  \\hether  b)-  the  client- 
centered  technique,  an  interpretive  method,  or  hypnosis.  EHasberg,  Blake 
and  Galdston  believe  the  patient's  development  depended  upon  thera- 
peutic factors  other  than  the  hypnotic  treatment. 

It  is  wise  to  use  procedures  which  depart  from  a  consistent  frame  of 
reference?  Here  Porter  takes  the  field  against  the  others.  Porter's  essential 
message  is  that  a  systematic  position  requires  that  the  therapist  keep  to  it, 
since  only  by  being  consistent  can  he  test  his  theory.  Jumping  about  gi\'es 
him  no  information,  and  apparent  failure  with  one  procedure  and  success 
with  another  does  not  tell  him  whether  or  not  keeping  to  the  original 
premise  would  have  succeeded.  The  client-centered  point  of  \iew  is  best 
conceived  as  a  series  of  hypotheses  which  can  be  established  as  laws  onh' 
by  testing  them  fully.  He  implies  that  the  primar)'  motivation  of  client- 
centered  therapists  is  the  understanding  of  therapy,  \\hich,  of  course,  is  not 
inconsistent  with  helping  patients.  Aldiich  and  Eliasberg  react  exactl)- 
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opposite  to  Porter.  Using  one  technique  stubbornly  is  like  giving  penicillin 
to  all  patients  with  fevers  or  always  amputating  the  left  leg,  regardless  of 
the  illness.  The  therapist's  task  is  to  help  the  patient;  and  rigid  adherence 
to  any  theory  or  procedure  is  incorrect.  Ellis  regards  the  therapist's  de- 
parture from  his  theory  as  sound.  Galdston  points  out  that  some  cases 
require  a  "therapist  centered"  approach.  Frankl  says  that  any  system  of 
psychotherapy  must  give  way  when  the  patient's  welfare  is  at  stake. 


Case  11:  Hans  Finds  a  Father 

A  60-year-old  male  of  German  origin,  self-referred  to  a  state  hospital, 
was  diagnosed  as  "psychoneurosis-mixed — prognosis,  poor."  He  was  re- 
garded by  the  staflF  as  an  intelligent,  dependent,  demanding,  and  hostile 
person  who  had  "found  a  home"  in  the  hospital.  After  four  months  of 
therapy,  during  which  the  patient  manipulated  the  situation  with  psy- 
chiatric jargon,  was  frequently  late  for  appointments,  and  generally 
abusive  and  complaining,  the  therapist  finally  lost  his  temper  and  spoke 
angrily — quite  diflFerently  from  his  prior  passively  accepting  manner.  The 
therapy  took  a  decided  turn  for  the  better  and  eventually  the  patient  made 
a  good  adjustment  outside  of  the  hospital. 

Why  did  this  outburst  produce  good  results?  According  to  Dreikurs, 
the  patient  was  a  spoiled  child  who  got  into  a  power  contest  with  whom- 
ever opposed  him.  He  had  successfully  impressed  the  therapist  into  his 
"service,"  but  when  the  therapist  finally  showed  strength,  the  patient 
backed  down.  The  therapist's  aggressive  behavior  was  interpreted  as  im- 
plying genuine  appreciation  and  respect.  Frank  points  out  that  tyrannical 
German  fathers  may  express  interest  and  affection  in  ways  which  Ameri- 
cans regard  as  showing  hostility.  The  patient  needed  to  feel  that  the  help- 
giver  was  strong,  and  therefore  the  therapist's  initial  politeness  was  per- 
ceived as  weakness  and  lack  of  interest.  When  the  therapist  was  openly 
critical,  the  patient  accepted  him  as  a  person  who  could  help.  Frankl  says 
that  under  all  circumstances  the  patient  is  entitled  to  compassion;  how- 
ever, certain  situations  call  for  expression  of  emotional  value  judgments 
or  even  explicit  condemnation  of  a  patient's  actions.  Persons  have  a  right 
to  be  punished  as  well  as  rewarded.  Universal  forgiveness  is  in  reality  a 
degradation  of  a  patient  or  a  criminal.  The  therapist's  aggressiveness  indi- 
cated a  willingness  to  meet  the  patient  on  a  man-to-man  level  and  proved 
to  the  patient  that  he  was  considered  seriously  as  a  person  who  should  be 
ready  to  take  responsibility. 

Galdston,  Thorne,  Ellis,  and  Klapman  are  opposed  to  the  use  of  non- 
directive  or  permissive  techniques  with  such  patients.  Galdston  says  pa- 
tients of  this  type,  often  from  Germanic  backgrounds,  are  not  suitable  for 
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classical  or  active  analysis  but  require  guidance  in  addition  to  pressing  and 
uncovering  therapy.  Tliorne  feels  that  nondirective  handling  puts  such  pa- 
tients in  complete  control.  They  must  be  shocked,  s(;  that  an  innt-r  con- 
flict is  created,  and  then  they  will  take  a  good  look  at  themselves.  He 
points  out  that  shock  has  to  be  handled  seU;ctively  for  it  may  backfire. 
Ellis  feels  this  is  an  example  of  a  patient  who  had  developed  iron-clad 
rationalizations  to  explain  his  illness  and  must  be  made  to  take  a  more 
negative  attitude  toward  his  behavior.  Mild-mannered  propaganda  is 
likely  to  be  ineffective  in  changing  such  attitudes.  Although  not  always 
recommended,  sometimes  the  therapist  must  use  shock  techniques  to  get 
through  the  patient's  systemized  delusions.  Klapman  says  a  psychoanaly- 
tically  trained,  passive  therapist  is  nothing  but  an  inanimate  sounding 
board  for  such  patients.  The  explosion  cut  across  fa9ades — the  superficial 
gyrations  of  the  patient  and  the  polite,  disdainful,  unconscious  attitude  of 
the  therapist — and  created  conditions  for  a  meeting  of  the  minds  and  feel- 
ings so  that  the  healthy  part  of  the  patient's  personality  could  utilize  help. 
Wolff  believes  that  unconscious  communication  was  established  by  the 
blowup.  The  patient's  attitude  had  mobilized  the  therapist's  needs  for 
assertion  and  dominance  which  facilitated  the  patient's  projection  of  a 
"tyrannical  father,"  but  the  therapist's  expressed  interest  produced  a  feel- 
ing that  this  father  figure  accepted  him  as  a  person. 

Whitaker  and  Rogers  take  the  position  that  the  early  relationship  had 
been  false  in  that  the  therapist  had  acted  a  role.  Only  when  the  therapist 
took  oflF  his  mask  did  the  relationship  become  honest.  Whitaker  indicates 
the  therapist  actually  became  a  patient  for  a  time.  Rogers  reiterates  that  in 
therapy  there  is  no  substitute  for  genuineness  of  relationship.  At  least  one 
person  in  the  therapeutic  situation  must  be  thoroughly  integrated — aware 
of  his  feelings  and  willing  to  express  them.  Only  when  the  therapist  brings 
in  his  whole  self  can  therapy  really  proceed.  When  this  therapist  became 
genuinely  angry  he  was  no  longer  playing  a  role,  as  he  had  been  before 
with  his  apparent  permissiveness.  Anger  and  annoyance  were  not  neces- 
sarily the  most  therapeutic  feelings  to  have.  Had  the  therapist  been  genu- 
inely comfortable  and  completely  accepting  of  the  patient's  hostile  and 
critical  attitudes,  therapy  would  have  moved  forward  just  as  fast,  and 
probably  faster.  However,  so  long  as  the  therapist  did  not  possess  such 
accepting  attitudes,  it  was  important  for  him  to  express  the  attitudes  he  did 
have. 


Case  12:  Rescue  at  the  Cliff-House 

A  beautiful  girl  of  22,  recently  divorced,  developed  a  severe  depression. 
She  was  hospitalized  and  treated  with  20  electroshocks.  After  tliis  treat- 
ment she  was  advised  to  seek  "emotional  counseling."  She  began  psy- 
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chotherapy  but  was  aggressive  towards  the  therapist,  late  for  appoint- 
ments, and  made  the  therapist  an  "unwiHing  referee"  between  herself  and 
her  father.  The  therapist  structured  limits  of  their  relationship  in  detail  in 
an  attempt  to  prevent  her  from  exploiting  him.  One  evening  shortly  there- 
after, the  patient  telephoned  from  an  isolated  cliff  house  where  her  lover 
had  abandoned  her  without  funds  or  transportation.  The  therapist,  after 
some  consideration  of  what  to  do,  picked  up  the  patient  and  drove  her 
home.  Following  this  incident,  the  patient  stopped  her  hypomanic  be- 
havior, kept  within  therapeutic  limits,  and  developed  a  good  relationship 
with  a  young  man.  She  became,  however,  more  dependent  upon  the  thera- 
pist and  her  parents. 

Was  the  therapist  wise  to  rescue  the  patient?  Snyder  and  Thome  dis- 
approve. Snyder  points  out  that  immediately  after  going  to  great  lengths 
to  structure  limits,  the  therapist  complied  with  the  patient's  first  demands. 
Instead  of  helping  her  to  find  acceptable  ways  of  living,  he  let  her  become 
dependent  on  him.  Snyder  feels  there  is  no  theoretical  justification  for 
actions  which  lead  to  the  therapist  assuming  a  submissive  role.  Thorne  be- 
lieves most  situations  of  this  sort  can  best  be  handled  by  nondirective 
responses  or  telephone  suggestions.  In  the  occasional  case  where  such  a 
procedure  will  not  be  enough,  the  therapist  should  have  available  depend- 
able consultants  to  insure  professional  protection  for  himself  and  proper 
care  for  the  patient.  Thorne  admits  the  therapist  had  to  do  something,  but 
he  should  have  been  accompanied  by  a  physician  or  a  chaperon  to  insure 
against  attempted  seduction  by  the  patient  or  misinterpretation  of  his 
behavior. 

On  the  other  hand,  Ackerman  believes  the  therapist's  actions  "saved  the 
day."  He  is  critical  of  the  therapist  for  doing  so  little.  The  therapist  was 
confused — hesitant  to  leave  his  barricaded  position  as  an  office  therapist. 
Psychotherapy  with  a  mature  adult  is  one  thing,  but  the  therapist  in  this 
case  was  dealing  with  a  patient  scarcely  out  of  adolescence  and  trapped  in 
a  pathologically  warped  pattern  of  family  interaction.  He  had  to  provide 
protection.  Wolff  feels  that  acts  of  friendship  can  interfere  with  transfer- 
ence. However,  insistence  upon  a  therapeutically  neutral  atmosphere,  as 
Freud's  recommendation  of  independence  from  the  patient  can  be  inter- 
preted, may  be  harmful.  Neutrality  can  be  perceived  as  rejection,  thereby 
supporting  a  patient's  feeling  of  existential  isolation.  In  this  case,  the 
transference  received  depth.  The  tyrannical  interference  of  the  father  was 
replaced  by  the  helpful  assistance  of  the  therapist.  The  positive  turn  of 
therapy  resulted  from  this  humane  act. 

Klapman  approves  of  the  therapist's  actions;  but  he  is  not  sure  they 
really  turned  the  tide.  The  girl  was  in  an  iron-bound  impasse,  torn  between 
her  desire  to  pursue  her  own  goals  and  her  desire  to  retain  her  parents' 
affection.  A  compromise  represents  capitulation,  which  might  be  death  to 
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her  personality.  The  flash  of  insight  over  the  incident  may  prove  to  be  help- 
ful, but  it  also  may  herald  a  complete  breakdown. 

Riesman  sees  the  therapist  as  troubled  by  his  violation  of  the  norms  of 
passivity.  Why  did  the  therapist  not  think  of  some  alternative  course  of 
action,  such  as  sending  a  taxi?  Riesman  believes  that  when  a  therapist  can 
see  only  several  unpalatable  alternatives  he  may  be  limited  in  his  perspec- 
tive and  should  refer  the  patient  to  someone  else,  who,  though  also  limited, 
may  have  blind  spots  not  so  detrimental  in  the  particular  case.  Ideally,  of 
course,  a  therapist  should  have  a  behavioral  repertoire  flexible  enough  to 
confront  the  patient  with  various  facets  oi  himself. 

Mowrer  believes  that  by  returning  good  for  evil  the  therapist  showed 
the  patient  her  inferiority  in  a  compelling  manner.  He  sees  in  such  con- 
crete social  acts  a  tendency  to  abrogate  established  therapeutic  concepts 
and  practice.  Relatedness,  through  such  acts,  may  be  more  important  than 
the  release  of  repressed  instinctual  forces  through  expert  interpretations. 
He  says  the  time  is  approaching  when  a  whole  new  theoretical  structure 
will  be  needed  to  deal  with  such  manifest  realities. 


Case  13:  Science  and  the  Soothsayer 

A  woman  of  35  complained  that  she  was  frequently  seized  with  the 
desire  to  grab  a  kitchen  knife  and  run  it  tlirough  her  husband  and  children. 
She  had  just  left  her  husband  because  she  feared  she  might  carry  out  these 
thoughts.  The  therapist  spent  two  sessions  getting  a  history,  but  by  the 
third  interview  the  patient  was  remarkably  improved,  had  rejoined  her 
husband,  and  wished  to  terminate  therapy.  The  therapist  believes  that  he 
had  unwittingly  absolved  her  from  a  five-and-a-half-year-old  post-h^•p- 
notic  command  of  a  fortune  teller. 

Was  the  woman  affected  by  a  post-hypnotic  command?  This  explana- 
tion is  rejected  by  virtually  every  consultant.  Hilgard  savs  that  when  a 
magical  belief  is  inculcated,  there  may  develop  a  "saga"  which  helps  per- 
petuate the  belief.  The  fortune  teller's  prophesy  was  not  a  post-h\pnotic 
suggestion,  but  rather  a  controlling  belief  with  a  target  date.  The  frighten- 
ing nature  of  her  fantasies  made  her  ready  to  relinquish  the  belief  on  the 
therapist's  suggestion.  Snyder  says  the  therapist's  labored  explanation  is 
not  in  accord  with  the  best  scientific  findings  on  hypnosis.  The  events 
approximate  the  typical  cure  of  the  highly  suggestable  obsessive.  Galdston 
says  the  patient  was  the  victim  of  an  aflBrmation  \\hich  operated  as  an  en- 
during suggestion.  The  dierapist  was  simply  a  shaman  who  cast  out  the 
evil  spirit.  Blake  believes  the  patient's  reaction  to  tlie  fortune  teller  e\  i- 
dences  her  dependency  upon  authority.  The  therapist  was  in  a  position  to 
exercise  influence  on  her  feelings  and  behavior  tluough  liis  position.  Ellis 
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says  the  patient  was  originally  indoctrinated  with  faith  in  fortune  tellers. 
The  respected  therapist  effectively  depropagandized  her  of  tliis  faith,  and 
thereby  relieved  her  of  the  fortune,  teller's  prophesy.  Ackerman  attributes 
the  cure  to  transference  elements. 

The  incident  raises  several  theoretical  points.  Ellis  says  that  virtually 
all  disturbed  behavior  in  adults  is  caused  by  some  original  illogical,  in- 
appropriate, or  superstitious  suggestion.  These  suggestions  are  internal- 
ized, acted  upon,  and  "reconfirmed"  over  and  over.  A  therapist  may  use 
several  kinds  of  countersuggestion  (acceptance,  permissiveness,  analysis 
of  transference  relations,  frank  suggestion,  advice,  and  so  forth)  to  under- 
mine the  long-standing,  pernicious,  suggestive  influences.  Hilgard  feels 
magical  thinking  is  far  more  widespread  in  our  country  than  is  generally 
believed;  he  points  out  that  there  are  nearly  twice  as  many  "water  witches" 
as  psychologists.  Galdston  says  suggestion  enters  into  every  therapeutic 
contact  and  that  its  use  should  be  conscious  and  deliberate,  for  if  the 
therapist  tries  to  eliminate  it,  it  will  enter  in  ways  not  always  beneficial  to 
therapy.  Blake  points  out  that  "authority"  can  operate  in  ways  so  subtle 
that  the  therapist  is  completely  unaware  of  its  influence. 

How  well  did  the  therapist  handle  the  case?  Several  consultants  feel 
the  therapist  handled  the  situation  poorly,  primarily  because  he  did 
nothing  to  encourage  the  patient  to  work  on  a  more  permanent  adjustment. 
Blake  says  this  was  not  therapy,  but  psychodynamic  engineering.  The  pa- 
tient achieved  no  insight  or  problem-solving  skills  and  was  just  as  suscepti- 
ble to  the  exertion  of  authority  when  she  left  as  when  she  came.  Hilgard 
says  that  a  belief  changed  by  faith  can  easily  change  again.  The  therapist 
should  have  helped  modify  the  belief  through  more  realistic  processes, 
such  as  helping  the  patient  to  learn  to  gather  evidence  to  make  rational 
judgments.  Snyder  feels  it  would  have  been  better  to  tell  the  patient  in  the 
third  interview  that  she  was  not  really  improved,  but  only  hoped  to  escape 
the  painful  work  of  psychotherapy.  Ackerman  says  therapists  should  be 
grateful  when  patients  are  relieved  of  emotional  suffering,  but  it  is  regret- 
table that  this  therapist  did  not  lay  the  basis  for  continued  treatment. 

Case  14:  Christmas  with  Mother 

A  young  woman  college  senior  was  obsessed  with  the  thought  of  cut- 
ting her  mother's  throat.  She  confided  in  her  psychology  instructor,  who 
interpreted  her  problem  as  an  underlying  hatred  of  her  mother.  The  girl 
strongly  denied  the  interpretation,  insisting  that  her  mother  was  good.  The 
instructor  then  changed  his  tack  and  pointed  out  what  an  ungrateful  girl 
she  must  be  for  having  such  thoughts.  The  student  then  angrily  denounced 
her  mother  for  much  of  the  session.  She  left  shortly  thereafter  for  Christmas 
vacation.  On  her  return,  the  therapist  learned  the  obsessive  thoughts  had 
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disappeared,  and  that  the  girl  had  been  openly  hostile  to  licr  mother  ff;r 
the  first  time  in  her  life. 

IIow  well  did  the  therapist  handle  the  case?  llujnH-  sees  the  thera- 
pist's aetions  as  an  example  of  what  not  to  do  in  direetive  psyehotherapy. 
It  was  fortunate  that  the  elient  reaeted  so  well  under  the  highly  explosive 
eonditions  created  by  the  therapist.  More  sensitive  handhng  was  indicated. 
The  girl's  hostility  could  have  been  bled  oflF,  rather  than  allowed  to  erupt 
against  her  mother.  Thorne  believes  every  effort  should  be  made  to  keep 
clients  from  losing  control  with  significant  others. 

Karpf  says  the  therapist  was  incautious  when  he  knew  so  little  about 
the  girl.  He  left  her  with  an  overtly  hostile  attitude  toward  the  mother 
without  any  attempt  to  give  her  real  insight.  Instead,  he  should  have 
tried  to  build  up  a  sound  relationship  between  the  girl  and  her  mother. 
WolflF  says  the  approach,  although  successful,  could  very  easily  have 
produced  anxieties  and  depression,  or  even  psychosis.  The  girl  and  her 
mother  should  have  been  advised  of  the  need  for  regualr  psychotherapy, 
in  which  the  structure  of  the  girl's  fantasy  should  have  been  approached 
slowly  and  systematically. 

Munroe  is  generally  sympathetic  with  the  therapist's  approach,  but 
wonders  if  it  might  have  been  done  without  an  overt  "attack."  Unless  a 
person  is  fully  committed  to  therapy,  hostile  phrases  should  be  avoided. 
In  a  short-term,  semi-informal  relationship  like  this,  it  is  best  to  leave  the 
person  with  positive  verbal  tags  to  remember.  Munroe  feels  also  that  in- 
sufficient attention  was  given  the  mother-daughter  relationship,  and  that 
not  enough  consideration  was  given  to  further  psychotherapy  to  help  the 
girl  with  deeper  problems. 

Hilgard  feels  the  therapist  had  a  sensitive  grasp  of  the  underlying 
dynamics  and  that  his  actions  were  well  calculated  to  get  the  student 
to  restructure  her  perceptions  of  her  relationships  with  her  mother.  Frank 
believes  the  therapist  strengthened  the  girl's  self-confidence  by  alle\'iating 
her  fear  that  she  was  crazy,  through  giving  her  a  plausible  explanation  for 
her  obsessive  thought,  and  by  accepting  her  hostile  feelings.  This  increased 
self-confidence,  coupled  with  her  emotional  involvement,  brought  about 
rapid  attitudinal  changes  which,  fortunately,  could  be  tested  almost  imme- 
diately with  the  mother.  Ellis  enthusiastically  endorses  the  therapist's 
direct  attack  on  the  patient's  false  perceptual  system. 

The  incident  raises  several  theoretical  points.  Ellis  is  convinced  resist- 
ance is  often  a  healthy  reaction  to  a  therapist's  poor  technique.  However, 
where  resistance  is  genuine,  therapists  are  usually  too  squeamish  about 
direct  approaches.  The  therapist  is  stronger  and  better  trained  and  so 
there  should  be  relatively  few  instances  where,  in  the  long  run,  the  thera- 
pist's strength  and  knowledge  cannot  overcome  the  patient's  neurotic  or 
even  psychotic  resistance.  To  be  intimidated  by  resistance  is  to  take  a 
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nontherapeutic  and  often  an  antitherapeutic  attitude.  Munroe  points  out 
that  in  handling  a  rebelhous  patient  the  therapist  must  be  careful  to  sup- 
port mature  strivings  as  well  as  the  rebellion,  otherwise  the  therapist  will 
find  himself  repudiated  by  the  patient. 

Where  there  is  interpersonal  strife,  Thorne  believes  in  keeping  the 
participants  separated  until  the  client  can  handle  his  emotions.  In  rare 
cases  people  may  have  to  be  separated  for  life  if  the  unhealthy  chains 
of  interpersonal  feeling  are  to  be  broken  up. 

Wolff  says  that  a  therapy  of  fantasy,  as  was  this  case,  should  always 
be  preceded  by  an  analysis  of  the  structure  of  the  fantasy  in  terms  of 
behavior  and  perception  in  order  to  decide  on  the  therapeutic  approach. 
Hilgard  sees  in  the  incident  a  reminder  that  the  problem  of  fantasy  pro- 
duction has  not  been  well  integrated  into  contemporary  psychology  de- 
spite projective  techniques  and  psychoanalytic  interpretations.  Karpf 
says  the  incident  points  up  the  problem  of  the  exact  goals  of  psycho- 
therapy. She  feels  this  question  should  be  given  more  systematic  con- 
sideration. 


Case  15:  The  Therapist  Was  a  Demon 

Homer  was  a  40-year-old  prisoner,  convicted  of  fraud.  After  about  18 
sessions  of  nondirective  therapy,  the  therapist  concluded  that  Homer 
^^'as  a  scheming,  suspicious,  hypocritical  person  who  was  merely  attempt- 
ing to  manipulate  therapy  to  his  own  ends.  In  the  twenty-first  session, 
after  being  repeatedly  asked  to  give  an  evaluation,  the  therapist  told 
Homer  in  very  harsh  terms  exactly  what  he  thought  of  him  and  then  termi- 
nated the  session.  Later,  therapy  was  resumed  and  proceeded  satisfac- 
torily. 

How  did  the  thera'pisfs  sudden  shift  bring  about  the  change?  Mowrer 
comments  that  in  his  new  approach  the  therapist  showed  his  concern  for 
the  patient.  Homer  was  given  one  of  the  most  remarkable  experiences  a 
person  can  have,  that  someone  who  was  in  no  utilitarian  way  dependent 
upon  him  was  willing  to  exert  himself  and  make  sacrifices  on  his  behalf. 
Thus,  Homer  was  forced  to  look  at  the  kind  of  person  he  was.  Riesman 
sees  Homer  as  casehardened.  His  shell  was  cracked  by  the  intelligent  and 
pertinent  shock  technique.  Hunt  believes  that  change  may  come  about 
only  when  the  client  is  in  emotional  distress.  The  dierapist's  emotional 
involvement  brought  about  sufficient  disruption  in  Homer  to  cause  change. 
Snyder  comments  that  it  was  a  true  transference-countertransference 
situation,  the  patient  acting  out  his  needs  for  punishment  and  forgiveness, 
the  therapist  acting  out  his  sadistic  needs  through  being  a  fair  but  punish- 
ing father.  The  outburst  permitted  just  the  relationship  Homer  needed: 
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a  guilt-expiating  dependency  on  a  strong  but  loving  authority  figure. 
Rogers  does  not  feel  the  verbal  shock  was  the  effective  aspect.  Both  cHent 
and  therapist  were  hiding  their  true  feelings  behind  facades.  After  the 
therapist's  blowup,  he  was  free  to  express  his  own  feelings  and  there 
ensued  a  real  existential  encounter  between  two  persons,  which  is  the 
heart  of  therapy. 

How  well  did  the  therapist  handle  the  case?  Only  Riesman  takes  no 
issue  with  the  therapist.  Mowrer,  Hunt,  Rogers,  Galdston,  and  Thome 
call  for  earlier  and  less  extreme  measures.  Mowrer  says  the  therapist  might 
have  picked  on  the  patient  along  the  way.  Hunt  believes  the  therapist 
could  have  expressed  the  same  feelings  little  by  little  without  a  sudden 
outburst  on  the  twenty-first  interview.  Rogers  comments  that  he  would 
have  expressed  his  feelings  as  they  occurred  to  him.  Furthermore,  he 
would  not  have  called  the  client  names,  but  would  have  stuck  to  state- 
ments about  which  he  had  firsthand  knowledge,  his  own  feelings.  Galdston 
says  the  case  called  for  gentler  handling.  Thome  says  a  more  experienced 
therapist  could  have  got  the  same  results  by  confronting  the  client  with 
the  basic  issues  after  the  first  two  or  three  sessions.  Also,  verbal  shock 
should  always  be  administered  in  an  objective,  impersonal  manner  or 
the  client  may  be  antagonized  permanently.  Snyder  says  the  case  was  a 
near  failure,  saved  only  accidentally  by  the  therapist's  righteous  indigna- 
tion. Had  the  procedure  been  planned  and  understood  by  the  therapist, 
it  could  have  been  accomplished  more  economically.  Hunt  states  that 
this  was  not  nondirective  therapy  as  he  understands  Rogers  to  mean  it, 
since  the  therapist  began  with  the  attitude  that  Homer  was  not  much 
good  and  that  therapy  probably  would  fail. 

What  general  issues  are  raised?  Mowrer  says  tlie  case  illustrates  the 
basic  importance  of  genuine  concern,  and  questions  therapy  conducted 
on  a  payment  basis.  Perhaps  the  best  therapists  would  be  "amateurs "  who 
made  their  living  in  other  ways.  He  also  asks  how  anger  can  get  results, 
in  the  face  of  the  Freudian  dictum  to  remain  uninvolved.  Does  the  thera- 
pist in  some  sense  have  to  suflFer  and  sacrifice  in  order  to  achieve  a  moral 
advantage  that  is  uniquely  powerful  therapeutically?  Hunt  asks  if  emo- 
tional involvement  by  the  therapist  is  perhaps  necessary  in  certain  cases  in 
order  to  arouse  enough  discomfort  in  the  client  for  him  to  want  to  change. 
Galdston,  Thome,  and  Riesman  raise  questions  about  nondiiective  ther- 
apy. Galdston  says  its  limitations  are  many  and  stringent.  The  only  pa- 
tient who  can  profit  from  nondii-ective  therapy  is  one  who  is  tiierapeutic- 
ally  active  and  resourceful,  capable  of  scanning  deeply  and  broadly  liis 
past,  present,  and  projected  goals.  Where  deprivation  is  an  important 
factor  in  the  pathology,  tliere  is  likely  to  be  little  profit  from  nondirecti\  e 
therapy  or  from  the  free  association  of  classical  psychoanalysis.  Thome 
takes  a  similar  position.  Gertain  clients  will  waste  hoiu^s  tiilking  about 
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insignificant  matters.  Directive  psychotherapy  must  be  used  to  obtain 
results.  Riesman  says  that  for  verbal,  college-trained  persons,  clever  in 
deceit,  nondirective  therapy  may  present  a  new  kind  of  "feminine"  pas- 
sivity to  be  victimized.  However,  he  says  that  in  the  hands  of  a  saint 
(he  ".  .  .  thinks  of  Rogers  as  something  of  a  secular  saint")  this  method  of 
nonviolence  may  get  through  to  many  otherwise  casehardened  persons. 
Snyder  and  Rogers  both  indicate  that  therapy  can  never  be  effective  when 
the  therapist  is  forcing  himself  to  maintain  a  role  which  is  inharmonious 
with  his  true  feelings. 


Case  16:  "Go  Plumb  to  Hell!" 

The  patient,  a  man  in  his  late  twenties,  was  regarded  by  the  therapist 
as  "a  first-class  stinker."  He  persisted  in  aggressive  and  offensive  negativ- 
ism until  finally  the  therapist  told  him  he  could  "go  plumb  to  hell."  The 
patient  subsequently  had  four  dreams,  in  one  of  which  he  was  in  hell. 
He  then  became  cooperative  and  responsive. 

What  reasons  account  for  the  apparent  change  after  telling  the  patient 
off?  Dreikurs  feels  the  therapist  originally  was  intimidated  and  unable  to 
handle  the  patient,  who  did  not  respect  him.  When  the  therapist  showed 
a  little  spunk,  the  patient  was  impressed  and  became  cooperative.  Klap- 
man  says  the  therapist  demonstrated  that  he  had  always  been  aware  of 
the  patient's  true  measure  and  thereby  exploded  the  patient's  false  self- 
concept.  Ackerman  states  the  therapist  had  been  inappropriately  permis- 
sive. His  outburst  informed  the  patient  that  he  supported  certain  basic 
human  values  and  required  that  the  patient  also  attempt  to  live  up  to  those 
values.  Thompson  says  it  was  a  false  relationship.  The  therapist  thought 
he  should  like  the  patient  even  though  he  could  not.  The  beneficial  effect 
of  telling  the  patient  off  was  due  to  the  elimination  of  insincerity  in  the 
therapeutic  relationship.  According  to  Rlake,  the  patient  was  merely 
engineered  into  being  "good"  by  the  stem  attitude  of  the  therapist,  which 
acted  to  reinforce  tlie  patient's  superego. 

How  well  was  the  case  handled?  Ellis  is  the  only  consultant  who  gives 
unqualified  support  to  the  therapist.  He  feels  the  situation  was  handled 
wisely  and  courageously.  Dreikurs  says  the  therapist  was  poorly  trained 
or  he  could  have  been  firm  without  so  much  aggression.  Klapman  ap- 
proves, but  warns  that  this  kind  of  procedure  does  not  always  work. 
Ackerman  says  that  if  the  therapist  had  understood  his  position  better, 
and  ff  the  intrinsic  value  conflicts  were  more  clearly  defined,  there  would 
have  been  no  need  to  tell  the  patient  to  go  to  hell.  Thompson  approves 
of  the  therapist's  move  to  get  himself  out  of  the  trap  he  had  got  into,  but 
it  would  have  been  much  better  if  he  had  been  outspoken  from  die  begin- 
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ning  about  the  problems  of  the  therapy.  Blake  sees  no  therapeutic  change 
because  there  was  no  significant  increase  in  insight  or  pro})lf;m-soIvirig 
skill.  The  therapist  merely  forced  tlu;  patient  to  hr  gDOfl.  More  maturity 
of  adjustment  would  have  come  from  the  patient's  understanding  his 
need  to  "be  bad"  than  from  reinforcing  the  obligation  to  "be  gfjod." 

There  are  several  general  issues-  discussed.  Kills  believ(;s  that  the  use 
of  well-aimed,  well-timed  harsh  language  by  therapists  is  more  widely 
called  for.  Dreikurs  says  that  many  therapists,  traincid  in  permissive  tech- 
niques, function  well  until  action,  decision,  or  definite  steps  are  necessary. 
Then  they  are  at  a  loss.  If  resourceful,  such  therapists  usually  devise  a 
variety  of  shock  treatments,  but  with  better  training  it  would  be  unneces- 
sary to  resort  to  them.  Ackerman  and  Thompson  also  condemn  certain 
kinds  of  permissiveness.  Ackerman  says  the  ethos  of  permissiveness  in 
psychotherapy  is  misunderstood.  The  therapist  can  respect  the  patient 
for  his  basic  worth  as  a  human  being,  but  he  is  not  called  upon  to  be  fond 
of  the  sick,  distorted,  injurious  aspects  of  the  patient's  personality.  Rather 
than  helping  to  cure,  inappropriate  permissiveness  toward  this  kind  of 
perversion  in  human  relationships  passively  accentuates  the  illness. 
Thompson  points  out  that  only  a  sincere  relationship  between  patient  and 
therapist  can  produce  lasting  results.  The  therapist  who  is  tolerant  and 
accepting  under  all  circumstances  does  not  really  help  the  patient  because 
he  has  undertaken  a  God-like  pose  which  he  cannot  maintain  with  com- 
plete sincerity. 


Case  17:  "Get  Well-or  Else" 

Although  thoroughly  reliable  and  conscientious  on  the  job,  the  personal 
life  of  a  27-year-old  single  nurse  was  characterized  by  imprudent  acting- 
out  behavior.  After  about  two  years  of  group  and  individual  therapy,  she 
got  involved  in  a  drunken  sexual  affair  which  might  have  had  serious  con- 
sequences for  her  career.  The  therapist  forbade  her  to  beha\'e  that  way 
in  the  future  and  threatened  to  hospitalize  her  if  she  did  not  act  within 
socially  acceptable  bounds.  The  patient  markedly  improved  her  behaxlor 
thereafter,  and  also  seemed  to  make  appropriate  attitudinal  changes. 

How  did  the  therapist's  personal  reaction  to  the  patient's  behavior  bring 
about  change?  According  to  Karpf,  the  therapist  gave  expression  to  the 
same  reactions  and  was  caught  up  in  the  same  moral  indignation  which 
the  patient  associated  with  her  old  life.  The  therapist  and  the  group  pro- 
vided a  unified  set  of  values  by  reactivating  her  old  controls.  Frank  says 
the  therapist  showed  real  respect  by  attacking  the  de\'iant  beha\  ior  as 
unworthy  of  the  patient.  This  raised  her  self-esteem.  Thome  believes  tlie 
patient  was  demoralized  about  the  apparent  impossibility  of  getting  mar- 
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Tied  and  was  bogging  deeper  and  deeper  in  self-defeating  behavior.  The 
therapist's  action  heightened  the  contrast  between  what  the  patient  pro- 
fessed to  want  to  be  and  what  she  really  was,  thereby  creating  a  therapeu- 
tic conflict  which  she  could  resolve  only  by  being  consistent  with  her 
professed  goals.  Wolff  feels  that  the  patient  had  a  "dependency  neurosis" 
and  by  means  of  alcohol  and  sexual  promiscuity  was  trying  to  escape  see- 
ing herself.  The  therapist  acted  out  a  paternal  superego  role  in  order  to 
force  the  patient  to  confront  the  implications  of  her  behavior.  Whitaker 
says  the  change  from  professional  to  personal  in  the  quality  of  the  thera- 
peutic relationship  made  the  difference  between  a  therapeutic  impasse 
and  a  growthful  experience.  The  therapist  showed  emotional  involvement 
which  was  both  personal  and  mature,  and  she  had  enough  belief  in  the 
patient  to  demand  maturity  from  her.  This  gave  the  patient  a  new  per- 
spective from  which  to  readjust  her  own  integration. 

Several  consultants  take  issue  with  the  handling  of  the  case.  Frank 
questions  the  wisdom  of  the  therapist's  showing  doubts  about  taking  an 
authoritarian  role.  Karpf  says  the  therapist's  joke  reveals  attitudes  of 
sexual  competition  with  the  patient.  She  also  questions  the  whole  sup- 
portive-permissive approach  used  for  so  long  with  this  patient.  What  was 
needed  was  a  more  integrative  approach  to  help  build  up  a  positive  out- 
look on  life  and  to  help  replace  or  repair  the  guiding  values  she  had  par- 
tially discarded.  Thorne  would  prefer  a  gradual  reconditioning  program 
aimed  at  securing  a  strong  self-concept  around  which  the  patient  would 
be  taught  to  behave  more  consistently.  The  therapist  needed  a  more  posi- 
tive program  and  more  patience.  He  disagrees  with  taking  punitive  or  dis- 
ciplinary action  in  this  case  since  the  behavior  was  not  truly  antisocial, 
but  only  symptomatic.  Wolff  feels  the  therapist  abused  her  role  by 
threatening  the  patient  with  hospitalization. 

The  incident  gives  rise  to  several  general  comments  on  therapy.  Frank 
points  out  that  a  direct  attack  on  unworthy  behavior  often  seems  to  raise 
a  patient's  self-esteem,  whereas  permissiveness  or  interpretation  seems  to 
convey  that  the  therapist  does  not  expect  much  of  the  patient,  thereby 
further  damaging  self-esteem. 

In  his  discussion  of  confessions  on  the  part  of  the  therapist,  Frank  says 
that  "breast-beating"  during  the  initial  phases  of  group  or  individual 
therapy  is  likely  to  undermine  the  patient's  faith  in  the  therapist,  but 
sharing  one's  problems  after  the  relationship  is  firmly  established  may 
have  the  salutory  effect  of  showing  the  therapist's  common  humanity 
with  the  patient.  However,  he  warns  against  relating  problems  in  a  way 
which  undermines  the  patient's  confidence  in  his  ability  to  handle  his 
own  emotional  difficulties. 

On  the  issue  of  directive  control,  Thorne  believes  that  unless  acting- 
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out  has  a  definite  antisocial  C()nsc(|iuMice  it  should  be  rcgard(,'d  as  sympto- 
matic behavior.  At  most,  tlie  patient  should  be  shown  the  practical  limits 
of  behavior  which  can  be  tolerated  in  the  tlierapeutic  situation.  W'oUi 
feels  that  conditions  have  to  be  imposed  on  certain  types  of  patients,  such 
as  psychotics,  drug  addicts,  and  psychopaths.  However,  therapists  should 
not  assume  power  over  the  patient's  existence  through  the  use-  of  threats. 
It  deprives  the  patient  of  his  existential  sovereignty.  Therapists,  teachers, 
and  parents  must  never  transcend  their  rights  to  the  point  where  their 
behavior  includes  the  danger  of  crushing  individuality. 


Case  18:  It's  Difficult  to  Treat  a  Friend 

Because  he  was  a  social  acquaintance,  the  therapist  took  a  29-year-old 
male  as  a  patient  on  an  exploratory  basis  at  a  nominal  fee.  After  three 
months  of  unsatisfactory  progress  the  patient  wanted  to  terminate.  At 
this  point  the  therapist  disclosed  information  about  the  patient  which 
indicated  his  behavior  was  leading  him  into  seri(ms  trouble.  The  patient 
was  frightened  and  continued  therapy,  which  the  therapist  then  structured 
on  a  more  realistic  basis. 

Should  a  therapist  treat  friends  or  social  acquaintances?  Dreikurs  be- 
lieves a  therapist  can  not  only  treat  acquaintances  successfully,  but  even 
friends  and  relatives.  It  is  necessary  only  for  the  therapist  to  regard  therapy 
as  a  learning  procedure  rather  than  as  a  peculiar  emotional  relationship 
specific  only  for  therapy,  and  for  both  therapist  and  patient  to  have  mutual 
respect  and  common  goals.  Ackerman  says  complete  openness  is  the 
cornerstone  of  psychotherapy.  Friendship  creates  special  problems  in 
therapy,  but  they  can  be  solved  if  therapist  and  patient  can  eliminate  the 
insincerity  present  in  most  casual  relationships. 

Ellis  takes  a  more  cautious  view.  There  are  advantages  in  treating 
acquaintances  because  the  therapist  knows  the  patient  better,  is  presuma- 
bly strongly  motivated  to  help,  and  may  gain  rapport  more  easih'.  How- 
ever, the  disadvantages — evasiveness,  countertransference  problems,  em- 
barrassing involvements  with  mutually-known  third  parties,  and  the 
reluctance  the  patient  may  feel  to  quit  or  transfer — outweigh  the  advan- 
tages, except  in  rare  circumstances.  Snyder  says  that  doing  therapy  widi 
a  friend  is  like  doing  a  "favor."  Neither  person  is  fully  free  to  exercise  criti- 
cal judgment;  the  therapy  is  therefore  hampered.  Snyder  makes  tlie  addi- 
tional point  that  help  requested  from  a  friend  may  be  a  sign  of  initial 
resistance  to  therapy. 

Was  it  advisable  to  confront  the  patient  with  knowledge  gained  from 
outside  sources?  Ellis  believes  that  confrontation  with  social  facts  is  fre- 
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quently  called  for,  but  must  be  done  judiciously.  Thome  favors  gathering 
evidence  about  the  client's  behavior  from  independent  outside  sources. 
But  the  client  should  be  confronted  with  reality  in  small  doses;  the  thera- 
pist should  attempt  to  balance  unpleasant  topics  by  "sugaring  off"  the 
interview  so  the  client  is  left  with  a  predominance  of  positive  feelings. 
Although  a  client  may  be  pained  by  the  existence  of  such  common  knowl- 
edge, psychotherapy  often  has  to  be  painful;  fear  of  hurting  should  not 
deter  the  therapist. 

Riesman  says  that  supplying  information  revealed  to  the  patient  his 
precarious  position  in  his  sociometric  network  and  gave  him  a  sense  that 
he  was  real  and  that  the  therapist  was  real.  Sondel  feels  the  patient  had 
deluded  himself  with  incorrect  signs.  When  the  therapist  confronted  him 
with  the  social  facts,  the  patient  was  enabled  to  really  see  his  problem  and 
begin  to  work  on  it.  Riesman  observes  that  providing  a  challenge  to  pa- 
tients from  the  emancipated  social  strata  requires  a  different  orientation 
than  Freud  had  with  his  early  patients.  Psychotherapists  have  for  so  long 
had  to  fight  the  Philistines  who  insist  on  "hard  reality"  that  they  have  a 
disinclination  to  adopt  a  realistic  position  even  though  it  may  be  called 
for  in  acquainting  an  indulged  person  with  disturbing  "reality." 

Snyder  cautions  that  while  in  some  cases  confrontation  may  be  bene- 
ficial, in  other  cases  the  patient  might  retreat  from  therapy,  or  even  be 
further  damaged  in  his  functioning  in  life. 

How  well  was  the  case  handled?  According  to  Dreikurs,  the  relation- 
ship was  mismanaged  from  the  start  and  the  therapist  used  a  clumsy, 
brutal  shock  procedure  to  get  out  of  the  impasse.  Worse,  the  therapist 
used  the  old  stock  in  trade,  "resistance,"  as  an  excuse  for  his  inability  to 
win  and  maintain  the  patient's  cooperation.  Ackerman  feels  that,  in  spite 
of  the  case's  avowed  exploratory  nature,  the  therapist  seemed  to  push 
the  patient  to  stay  in  therapy  and  then  used  confrontation  in  a  retaliatory 
manner — punishing  the  patient  for  his  stubbornness.  He  intimidated  the 
patient  into  submission  to  his  therapeutic  powers.  This  resulted  from 
conducting  therapy  without  honesty.  If  the  patient  was  resistant,  so  was 
the  therapist,  who  held  back  certain  knowledge  until  the  incident. 

Snyder  says  the  therapist  should  not  have  taken  the  client  in  the  first 
place,  knowing  how  resistant  he  was.  Having  taken  him,  however,  the 
therapist  then  cheapened  the  significance  of  his  service  by  offering  therapy 
for  a  nominal  fee.  In  addition,  there  was  plenty  of  advance  information 
that  the  client  would  try  to  "bluff  his  way  through"  unless  he  were  re- 
quired to  be  absolutely  honest  from  the  beginning.  Admitting  these  initial 
errors,  Snyder  thinks  the  therapist  salvaged  the  situation  in  the  most  feasi- 
ble manner  by  assuming  a  nontherapeutic  position,  apprising  the  client  of 
his  true  situation,  and  then  offering  to  resume  therapy. 
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Case  19:  Love  Was  Enough 

Nine  years  after  hospitalization  for  a  psycliosis  which  inchiderl  fldu- 
sional  paranoia  and  catatonia,  a  white  male  in  his  early  thirties  discussed 
the  role  played  in  his  recovery  by  a  female  Negro  attendant  who  gave  him 
special  loving  care.  After  improvement  he  saw  the  attendant  and  found 
her  to  be  quite  different  from  the  way  he  remembered  her. 

What  factors  induced  recovery?  According  to  Ackerman,  the  aide's 
love  for  the  patient  saved  his  life.  Her  sincere,  warm,  steady  ministering 
to  his  needs  challenged  his  paranoid  misconception  that  he  had  no  chance 
for  life  or  love.  He  was  inspired  to  live  for  her.  Whitaker  says  it  was  con- 
tact with  the  aide's  maturity,  her  capacity  to  give  and  to  love,  which  saved 
the  patient.  Despite  his  condition,  he  was  able  to  perceive  her  maturity 
since  the  psychotic  is  fully  responsive  to  the  inner  experience  of  persons 
to  whom  he  is  relating.  Both  Ackerman  and  Whitaker  feel  that  at  the 
reunion  the  depth  and  truth  of  the  relationship  was  obscured  by  cultural 
stereotypes  and  other  barriers  to  perception.  Sondel  says  that  each  per- 
son communicated  something  intimately  associated  with  values  at  deep 
levels  of  their  personalities  and  that  this  hastened  recovery.  Hunt  believes 
the  aide's  personal  interest  created  the  impression  that  the  patient  was  of 
value  to  someone.  Herr  feels  the  aide  satisfied  the  patient's  need  for  affec- 
tion, attention,  or  respect.  However,  he  adds  that  the  patient  had  "tenta- 
tively accepted  the  psychiatrist's  disagreement  with  his  delusional  beliefs," 
and  this  may  have  prepared  the  way  for  improvement. 

Frank  is  somewhat  skeptical  of  the  patient's  account  since  memories 
are  so  strongly  influenced  by  present  motivations.  The  patient  may  have 
credited  the  colored  aide  in  order  to  make  sense  of  his  recovery  and  to 
please  the  therapist  to  whom  he  was  recounting  the  experience.  However, 
assuming  the  account  to  be  true,  Frank  believes  the  patient  had  regressed 
to  an  infantile  state  where  he  became  accessible  to  a  primitive  mothering 
approach.  Also,  he  may  have  been  more  able  to  accept  the  aide's  good 
intentions  as  genuine  because  he  identified  her  as  a  member  of  a  perse- 
cuted minority,  which  he  felt  himself  to  be.  Frank  suggests  additional 
contributing  factors.  The  hospital's  total  program  may  have  influenced 
his  recovery.  Also,  life-threats  often  produce  remissions  in  schizophrenics; 
the  patient's  concurrent  severe  physical  illness  may  have  mobilized  cura- 
tive forces. 

What  are  the  implications  of  this  incident  for  the  treatment  of  psy- 
chotics?  Hunt  says  that  genuine  personal  interest  on  the  part  of  ward  per- 
sonnel may  be  of  major  importance  in  treatment.  If  milieu  tlierapy  is  e\er 
to  be  more  widely  adopted,  experiments  are  needed  to  test  tliis  notion. 
Ackerman  says  the  care  of  psychotics  cannot  be  mechanized.  Architecture 
and  technical  facilities  cannot  replace  brains,  but,  even  more  important. 
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brains  cannot  replace  heart — warm,  kindly,  interpersonal  intimacy  is  in- 
dispensable to  recovery.  Both  Ackerman  and  Frank  state  that  these  hu- 
mane ingredients  are  not  developed  by  professional  training.  The  right 
kind  of  people,  with  warmth  and  a  sense  of  dedication,  can  inspire  the 
contagion  of  hope  and  faith.  Whitaker  comments  that  this  case  may  help 
us  develop  respect  for  maturity  and  deep  feelings  in  the  therapist.  Counter- 
transference  is  crucial,  but  investigation  is  needed  to  determine  when  it 
is  damaging  and  when  growthful.  Whitaker  and  Herr  both  feel  there  is 
a  degree  of  health  in  the  psychotic.  Whitaker  believes  this  is  often  ignored. 
Much  of  the  comment  centers  around  nonverbal  communication.  Frank 
says  that  patients  who  are  too  disorganized  to  interpret  words  correctly 
may  still  respond  appropriately  to  physical  contact.  Sondel  and  Whitaker 
believe  that  communication  between  psychotics  and  others  is  almost 
totally  nonverbal.  Sondel  points  out  that  this  adds  responsibility  to  the 
therapist  since  his  values  are  communicated  over  and  beyond  the  literal 
significance  of  his  words.  Whitaker  believes  the  psychotic's  perception  of 
interpersonal  reality  is  exceptionally  acute.  Hunt  feels  that  the  subtle  cues 
of  interpersonal  communication  evident  in  this  case  have  thus  far  escaped 
systematic  organization  in  psychological  theory. 


Case  20:  It's  All  in  the  Family 

A  young  divorced  woman  with  two  previous  hospitalizations  for  psy- 
chotic conditions  was  seen  for  the  first  time  in  her  home.  Despite  her 
highly  disorganized  state,  the  therapist  thought  it  miwise  to  return  her 
to  the  hospital  against  her  wishes.  Conventional  out-patient  treatment  was 
out  of  the  question.  The  client's  brother  and  sister-in-law  agreed  to  escort 
her  to  and  from  the  therapist's  office.  They  were  also  to  act  as  "co-thera- 
pists" on  the  assumption  that  they  might  become  sources  of  emotional 
support  for  her. 

Is  this  approach  practical?  Ackerman,  Dreikurs,  Thome,  Whitaker, 
and  Karpf  state  that  they  have  successfully  used  similar  procedures.  Acker- 
man argues  that  since  people  become  psychotic  in  families,  it  is  only 
logical  to  treat  them  in  families.  There  is  no  question  as  to  the  appropri- 
ateness of  the  therapist's  goals;  the  question  is  whether  or  not  the  family 
is  equal  to  the  demands.  Dreikurs  points  out  two  advantages  of  "family 
therapy."  First,  the  patient  usually  learns  more  from  interpretations  made 
to  others  in  his  presence.  Second,  in  working  with  a  borderline  or  psychotic 
case  it  is  wiser  to  limit  explanations  to  the  most  disturbing  aspect  of  the 
patient's  problem.  With  relatives  present,  the  exploration  of  the  patient's 
conflict  will  not  cover  so  wide  a  range  as  in  individual  therapy.  Whitaker 
believes  the  method  helps  a  patient  develop  the  capacity  to  function  in 
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his  own  social  structure.  The  homeostatic  stability  of  the  group  is  usable. 
It  may  even  be  easier  to  change  a  total  family  than  an  iriflivifliial.  Ack(,T- 
man  and  Karpf  point  out  that  psycliotic  patients  are  usually  isfjlated  and 
alienated  from  natural  social  contacts  which  might  offer  nourishment. 
The  present  approach  is  the  reverse  of  the  usual  procc(lur(;s,  which  fostf;r 
isolation. 

Although  the  procedure  has  advantages,  Thome  believes  a  therapeutic 
group  is  better  made  up  of  strangers,  otherwise  th(!  client  may  have;  to 
live  down  details  long  after  he  is  well.  lie  also  says  that  regular  individual 
therapy  should  be  instituted  as  soon  as  possible. 

What  are  the  psychotherapeutic  implications?  Sondel  says  a  disturbed 
patient  is  always  helped  by  the  realization  that  his  beliavior  is  part  of  a 
field.  It  helps  him  look  outward  instead  of  hopelessly  inward.  A  field  theory 
of  commimications  would  force  a  therapist  to  employ  means  that  take 
him  beyond  the  inner  life  of  his  patient.  Ackerman  sees  in  tlie  method  a 
challenge  to  the  plaguing  problem  of  how  to  care  for  a  selected  fraction 
of  psychotics  within  the  family  or  community.  Karjof  sees  the  method  as 
suggesting  to  therapists  that  they  explore  fiuther  the  use  of  family  aides 
as  "co-therapists." 

Riesman  believes  that  this  and  many  other  incidents  reflect,  on  the 
one  hand,  therapists'  needs  to  confront  their  present  day,  sophisticated 
patients  with  more  active  therapeutic  techniques;  and,  on  the  other  hand, 
their  fear  of  doing  so  because  of  the  traditional  passive,  verbal  approach 
which,  in  Freud's  day,  worked  very  well.  Therapists  ought  to  get  together, 
admit  they  are  all  sinners,  and  then  proceed  to  openly  develop  techniques 
more  suitable  to  present  day  practice.  Riesman  also  makes  the  observa- 
tion that  psychotherapists  seem  mostly  concerned  with  minimal  adjust- 
ment. He  hopes  that  there  will  be  another  study  in  which  the  incidents 
concern  more  complex  valuational  choices. 

Case  21:  "What  Are  You  Hidmg?" 

A  woman  in  her  middle  forties  who  suffered  from  depressed  spells 
and  homicidal  impulses  toward  her  youngest  daughter  was  asked  point- 
blank  by  her  therapist,  who  suspected  deliberate  withholding,  ^^■hether 
or  not  she  was  concealing  something  important.  The  patient  at  first  denied 
this,  then  disclosed  a  long-standing  sexual  perversion  witli  dogs.  The 
patient  was  immediately  relieved  of  her  depression,  and  dierapy  impro\ed. 

The  therapist  feels  that  it  was  important  to  relieve  the  patient  of  her 
distress,  but  questions  the  wisdom  of  his  method. 

How  well  was  the  case  handled?  What  alternative  approaches  were 
indicated?  Dreikurs,  Rogers,  and.  to  a  lesser  degree,  Thorne  disapprove 
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of  the  approach.  Dreikurs  does  not  accept  the  claim  that  a  forced  confes- 
sion was  necessary  for  immediate  rehef.  It  was  simply  an  unskillful  tech- 
nique for  getting  to  the  patient's  deeper  problems.  All  patients  are  reluc- 
tant to  reveal  how  bad  they  really  are,  while  at  the  same  time  they  try 
to  convince  the  therapist  that  they  are  utterly  bad  and  hopeless.  Had  the 
therapist  been  able  to  win  the  patient's  confidence  and  induce  her  to  open 
up,  such  a  shock  procedure,  which  is  "clumsy,  in  bad  taste,  and  cruel," 
would  not  have  been  needed.  Roger's  criticism  is  gentler,  but  no  less  defi- 
nite. The  therapist,  by  assuming  specific  attitudes,  feelings,  or  knowledge 
in  clients,  asserts  a  God-like  omniscience  inimical  to  therapy.  He  cannot 
possibly  know  what  is  going  on  inside  the  client.  He  can  only  know  what 
is  going  on  within  himself,  and  it  is  his  own  feelings  which  he  can  and 
should  express.  Thorne,  critical  of  the  bluntness  of  handling,  feels  that 
gentle,  cautious  probing  was  indicated.  It  is  a  mistake  to  coerce  clients. 

Ellis,  Herr,  Galdston,  Mowrer,  and  Whitaker  approve  of  the  way  the 
problem  was  handled.  Ellis  calls  it  a  "fine  job,"  and  favors  getting  to  the 
heart  of  a  patient's  problem  as  quickly  as  possible.  Herr  says  the  therapist 
deserves  highest  praise  for  forcing  the  "confession."  Like  was  cured  with 
like;  the  patient  was  forced  into  the  practice  and  forced  out  of  it.  Although 
she  might  have  refused  to  confess  and  discontinued  treatment,  she  would 
probably  have  returned  or  confessed  to  someone  else  later.  Galdston 
states  the  therapist's  confrontation  broke  through  and  cleared  the  way 
for  self-acceptance  and  better  interpersonal  relations.  Mowrer  feels  that 
the  therapist's  bold  stroke  went  to  the  heart  of  what  might  otherwise  have 
necessitated  protracted  and  perhaps  unsuccessful  therapy.  However,  he 
criticises  the  lack  of  constructive  steps  to  help  the  patient  regain  self- 
esteem.  Whitaker  approves  of  the  therapist's  breaking  with  the  tradition 
of  keeping  psychotherapy  a  symbolic  relationship  by  putting  it  on  a  give- 
and-take  basis.  He  and  Thorne  both  point  out  that  a  great  deal  more 
freedom  is  possible  after  rapport  has  been  established. 

Dreikurs,  Galdston  and  Herr  add  that  the  patient's  perverted  practice 
hid  some  more  basic  problems  and  that  these  would  have  to  be  worked 
through. 

What  is  the  therapist's  responsibility  in  alleviating  distress?  Galdston 
says  that  Freud  and  Ferenczi  taught  that  it  was  unwise  to  relieve  distress 
before  the  patient  gains  insight;  but  he  points  out  that  if  distress  is  over- 
whelming, it  must  be  alleviated  since  the  patient  is  too  disrupted  to  utilize 
psychotherapy.  Herr  and  Galdston  feel  it  is  mandatory  to  reduce  su£Fering, 
even  at  the  expense  of  theory.  However,  Thorne,  Ellis,  and  Galdston  add 
that  distress  should  not  be  relieved  if  sufiFering  is  necessary  for  long-term 
recovery. 

Ellis  believes  that  getting  at  the  patient's  main  problem  as  soon  as 
possible  ( and  hence  reducing  anxiety  quickly )  is  usually  the  only  method 
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of  achieving  lasting  improvement.  Many  patients  who  improve  slowly 
never  reach  the  highest  degree  of  integration. 

Was  the  therapist's  procedure  unethical?  Ellis  says  no  ethical  issue  was 
involved;  it  was  a  matter  of  technique  and  theory.  Caldston  says  essen- 
tially the  same  thing,  adding  that  the  therapist  was  cowed  by  the  dicta 
of  technique  and  theory.  Herr  knows  of  no  ethical  law  or  principle  which 
ever  prevents  counselors  from  acting  in  a  very  directive  manner. 

Some  theoretical  notions.  Thome  states  that  the  efficacy  of  therapeutic 
techniques  cannot  be  judged  by  clients'  immediate  reactions  since  it  may 
be  weeks  or  months  before  assimilation  and  reorganization  take  place. 
Rogers  and  Whitaker  agree  that  the  therapist  should  not  withhold  his  own 
feelings  when  it  interferes  with  the  genuineness  of  the  relationship.  Rogers 
reiterates  that  when  acceptance  and  empathy  are  real,  they  promote  the 
most  rapid  growth.  But  if  the  therapist  cannot  genuinely  feel  accepting 
and  empathic,  he  had  better  express  his  true  attitudes.  Whitaker  states 
that  it  is  vital  to  protect  the  therapist's  integrity  even  at  the  expense  of 
the  therapeutic  process  or  the  integrity  of  the  patient.  The  case  reminds 
Mowrer  of  a  religious  confession,  especially  since  real  rather  than  false 
guilt  was  involved.  But  real  transgressions  are  very  often  at  the  bottom  of 
psychological  disturbances.  Secular  therapy  might  profitably  follow  the 
religious  course  of  penance  and  good  works.  A  short  cut  was  achieved  in 
this  case  through  confession;  an  appropriate  course  of  redemptive  action 
might  have  achieved  another.  Mowrer  intimates  that  the  secular,  scientific 
approach  to  real  guilt  may  be  in  the  process  of  self -liquidation. 


Case  22:  Cinderella  and  the  Actress 

Mrs.  Henry  and  Mrs.  Games  were  mutually  antagonistic  members  of 
a  therapy  group.  During  the  thirty-sixth  interview  Mrs.  Games  attacked 
Mrs.  Henry  for  her  dirtiness  and  then  walked  out.  The  therapist  followed 
and  asked  her  to  return.  Mrs.  Henry  missed  the  next  meeting,  and  the 
therapist  wrote  inviting  her  back.  She  returned  much  improved  in  out- 
ward appearance  and  stated  she  had  applied  for  a  job.  The  incident  had 
given  her  new  insight  into  her  Ginderella  relationship  with  her  mother 
and  sister. 

How  well  did  the  therapist  handle  the  case?  With  die  exception  of 
Montagu,  all  consultants  are  critical  of  the  therapist.  Ackerman  beheves 
the  therapist  misdiagnosed  the  severity  of  Mrs.  Henry's  condition  and  feels 
she  probably  had  a  schizoid  personaKty.  Also,  tlie  therapist  did  not  seem 
to  realize  that  two  women  suffering  from  se\erely  damaged  self-esteem 
were  fighting  over  him,  and  he  did  nothing  to  clarify  what  was  going  on. 
He  may  even  have  subtly  encouraged  tlie  rivalry.  Dreikurs,  too,  feels  the 
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therapist  did  not  understand  \\'hat  was  happening.  As  does  Ackerman, 
Dreikurs  beheves  the  therapist  was  a  victim  of  a  power  contest  between 
the  two  women  and  that  he  acted  hke  a  passive  observer,  having  Httle 
recognition  of  his  role.  Klapman  also  sees  the  therapist  as  a  passive  ob- 
server and  feels  he  took  initiative  only  when  he  wrote  Mrs.  Henry  after 
her  absence  from  the  group.  The  real  therapists  were  the  other  patients. 
Moreno  is  quite  critical  of  the  therapist  for  his  passivity  and  indicates  four 
points  where  he  could  have  profitably  intervened,  but  did  not. 

Only  Montagu  reacts  in  a  positive  manner  to  the  therapist's  behavior. 
Writing  to  Mrs.  Henry  turned  the  tide.  The  extra  investment  the  thera- 
pist made  was  crucial  in  recalling  her  to  life. 

What  brought  about  the  abrupt  change  in  Mrs.  Henry?  Klapman  is 
convinced  the  locus  of  therapy  was  in  the  other  patients  and  not  the  thera- 
pist. The  family  situation  was  recreated  with  Mrs.  Carnes  representing 
the  rejecting  mother  and  the  preferred  sister.  When  Mrs.  Henry  won  her 
victory  over  Mrs.  Carnes,  it  was  a  signal  for  a  victory  within  h.erself.  Also, 
from  a  difiFerent  point  of  view,  Mrs.  Carnes'  attack  may  be  seen  as  an 
intuitively  well-timed  act  of  love  or  interest.  Mrs.  Henry  may  have  reacted 
to  it  as  such. 

Dreikurs,  who  sees  the  women  in  a  power  contest,  believes  Mrs. 
Carnes  went  too  far  in  her  assault,  and  that  when  the  therapist  and  the 
other  patients  took  Mrs.  Henry's  part,  Mrs.  Carnes  was  defeated.  For 
the  first  time,  Mrs.  Henry  experienced  success  in  a  socially  acceptable 
way.  This  victory  caused  her  improvement.  She  no  longer  needed  to  cling 
to  her  useless  behavior,  but  could  seek  approval  through  socially  accepta- 
ble behavior. 

Ackerman  sees  the  two  women  struggling  in  a  sado-masochistic  en- 
counter. Each  sought  reconciliation  with  her  mother.  Their  outward  com- 
petitiveness covered  underlying  needs  for  each  other's  acceptance.  Mrs. 
Carnes'  attack  may  have  been  perceived  by  Mrs.  Henry  as  a  special  interest 
in  her.  Mrs.  Henry's  change  was  an  attempt  to  please  either  the  therapist 
or  Mrs.  Carnes. 

Montagu,  who  sees  Mrs.  Henrv  as  a  love-starved  person,  believes  the 
group  experience  was  a  reliving  of  her  former  life — the  group  represent- 
ing the  family  in  which  she  held  a  low  status.  The  therapist  was  the  mother, 
and  the  other  patients  were  her  sisters.  The  group's  acceptance  of  her 
verboseness  was  the  first  step  in  changing  her  estimate  of  her  own  worth. 
The  final  change  occurred  when,  after  staying  away  to  find  out  if  anyone 
cared,  she  learned  that  she  mattered  to  the  therapist  and  to  the  other 
patients. 

Eliasberg  feels  that  the  incident  was  not  a  crucial  factor.  It  was  only 
a  final  point  in  a  long  series  of  contributing  incidents  and  must  be  seen 
as  a  culmination  and  not  an  explanation. 
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Case  23:  In  Grandmother's  Image 

A  33-year-old  woman  feared  she  might  go  insane  or  kill  her  daughtr-r. 
Her  hostility  was  kept  inaetive  and  unexplored  by  the  reaction-ffjrrnation 
of  a  "good-mother"  role.  The  therapist  chose  to  actively  support  the  pa- 
tient's good-mother  beliefs  and  otherwise  remain  passive,  rather  than 
interpret  her  defenses.  This  choice  was  based  partly  on  R(irschach  signs 
indicating  inadequate  ego  structure.  An  "inaccessable  negative  trans- 
ference" developed  and  the  patient  finally  terminated  therapy  by  tele- 
phone. The  therapist  did  not  try  to  influence  her  to  remain  in  therapy. 
The  patient  returned  a  year  later.  This  time  her  hatred  and  jealousv  of 
her  child  were  explored  with  the  therapist,  who  was  sympathetic  and 
nonjudgmental.  Therapy  improved  steadily. 

How  well  was  the  case  handled?  All  consultants  agree  that  the  thera- 
pist was  too  passive.  Klapman  says  passivity  fostered  doubt  and  hostility, 
partly  because  the  patient's  domination  of  the  therapist  reinf(;rced  her 
feelings  about  dominating  her  child.  More  intervention  would  have  meant 
more  ego  support,  and  hence  less  negative  transference  and  a  more  posi- 
tive relationship.  Ellis  and  Dreikurs  also  believe  the  therapist's  passi\'ity 
fostered  the  poor  relationship,  and  they  favor  early  active  interpretation. 
They  feel  the  therapist  unwittingly  rejected  the  patient's  plea  for  help. 
Dreikurs  adds  that  the  passive  approach  let  the  patient  believe  the  thera- 
pist supported  her  erroneous  conclusions  about  herself.  Hunt  believes  the 
patient  interpreted  the  therapist's  passivity  as  criticism,  not  acceptance. 
There  was  a  hostility-anxiety  spiral  which  could  have  been  prevented  b\- 
early  "gentle"  interpretation.  Munroe  feels  that  passive  support  was  in- 
adequate in  view  of  the  weakness  of  the  good-mother  defense  pattern  and 
the  strength  of  the  latent  hostility.  Rogers  believes  the  therapist's  passixit)- 
was  not  genuine — that  she  strongly  desired  to  direct  the  client  toward 
preconceived  goals.  Her  inadvertent  expression  of  these  desires  frightened 
the  client  away  from  therapy. 

There  are  several  opinions  about  the  desirabilitij  of  interpretation. 
Dreikurs,  Ellis,  and  Klapman  favor  early,  active  interpretation  and  be- 
lieve it  would  have  prevented  termination.  However,  Dreikurs  thoroughl}- 
disagrees  with  the  therapist's  formulation  of  the  d\Tiamics  operating  and 
therefore  implies  disagreement  with  any  interpretations  which  were  or 
might  have  been  made.  Ellis  feels  that  this  therapist,  along  with  many 
others,  was  too  intimidated  by  pathological  signs  in  the  projecti\e  tests. 

Hunt  agrees  with  the  above  consultants  in  tliat  he  recommends  early 
interpretation,  but  he  suggests  a  less  vigorous  approach.  Gentle  inter- 
pretation would  have  overcome  the  patient's  suspicion  and  provided  a 
source  of  support  as  she  worked  through  her  hostility-anxiet\-  conflict. 

Munroe  believes  the  patient  had  insufficient  ego  stiength  to  support 
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direct  interpretations  and  suggests  a  sharing-learning  type  of  interpreta- 
tion through  which  the  patient  could  have  translated  insight  about 
"others"  into  insight  about  herself,. The  sharing  part  of  the  approach  would 
have  built  a  positive,  supportive  relationship  conducive  to  and  helpful 
in  the  more  painful  emotional  changes  which  must  follow.  She  cautions 
that  her  "intellectualizing  technique"  does  not  supplant  emotional  change, 
the  major  aim  of  therapy,  but  does  follow  a  shift  in  some  schools  of  psy- 
chotherapy toward  "working  through,"  that  is,  learning  how  one's  attitudes 
and  behaviors  are  affected  by  different  facets  of  everyday  life. 

Rogers  feels  that  interpretations  are  undesirable.  However,  if  a  thera- 
pist holds  interpretive  thoughts,  they  will  be  communicated,  probably 
more  detrimentally  than  if  openly  expressed.  The  problem  is  not  to  inter- 
pret the  client's  subjective  world  and  behavior,  but  rather  to  interpret 
one's  own  feelings  and  attitudes  at  critical  junctures  in  therapy  and  to  be 
able  to  express  these  feelings  as  transparently  as  possible  to  the  client, 
thereby  allowing  "...  a  real  meeting  of  persons  .  .  .  the  reality  in  me  com- 
ing in  contact  with  the  reality  in  her."  He  suggests  several  steps  which 
might  have  been  taken  when  the  client  terminated.  Rather  than  remaining 
passive  when  the  client  telephoned,  he  would  have  made  it  very  clear  that 
he  respected  her  decision,  but  that  he  would  save  her  next  appointment 
in  case  she  wished  to  use  it.  If  she  did  not,  he  would  have  searched  for 
his  own  feelings  about  the  termination  and  then  tried  to  express  them  as 
openly  and  straightforwardly  as  possible  in  a  letter.  He  would  have  offered 
one  further  interview  which  would  be  his  ( no  fee )  to  give  both  the  client 
and  him  an  opportunity  mutually  to  clarify  their  feelings. 
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366,  367,  369-370,  371,  374,  375, 
377,  382,  383,  385 

Emergency  situations,  188,  189 

"Emotional  behavior,"  197 
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False  guilt,  51,  308 
Falsehood,  231 
Family : 

authority  roles  in,  196 

conflict,  182 

constellations,  68 

family  romance,  97 

group  treatment  of,  290,  291,  297 
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190-191,  227,  350,  355,  363,  368, 
376 

Hunt,  J.  McV.,  110-111,  138-139,  223- 
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140-141,  167-168,  183-185,  243, 
322-325,  338,  352,  355,  356,  362, 
363,  364,  366,  367,  368,  374,  384, 
385 

Kubie,  L.  S.,  180, 183 


Language    and    therapy,    113-115,    266, 

283-284 
Lawfulness,  notion  of,  in  tlierapy,  282 
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Persecution,  dehisions  of,  280  (see  also 
Paranoia) 

Personahty,  field  theory  of,  295 

Personahty  diagnosis,  31 

Perversion,  of  liuirian  relations,  237-238, 
239,  243,  375 

Perversion,  sexual,  300,  302,  308,  381 

Pessimism,  358 

Phantasy  ( see  Fantasy ) 

Phenomenological  psychotherapy,  323 

Philistinism,  and  mental  health  move- 
ment, 263, 378 

Physical  contact,  66,  67,  68,  71,  73,  188, 
278,  355,  356,  380 

Pleasure  principle,  209,  215,  253 
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125,  153-154,  350,  351.  353,  354, 
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201,  369  {see  also  Hvpnosis) 

Power  contests,  161,  349,  384 

Predictive  diagnostic  statements.  365 

"Prejudices"  against  specific  groups,  343- 
344 

Prestige,  196,  200 

Priest-counselors,  307 

Principle  of  concern,  225 

Problem-solving  behavior,  209,  370,  375 
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Progress  in  Psychotherapy,  16-17 

Projection,  157,  159,  170,  245.  372 

Projective  techniques,  372 

Promiscuity  {see  Sexual  problems,  prom- 
iscuity ) 

Provocations  to  test  therapist,  125.  363 

Pseudo-permissiveness,  238 

Pseudo-psvchoneurotic  schizophrenia.  317 

Psychiatric  jargon,  322,  323,  366 

Psvchic  castrate,  359  ( sec  also  Castration 
fears ) 

"Psychic  immunization,"  160,  163 

Psychic  shock  approach  {see  Shock  ther- 
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Psvchodrama,  191,  293 

Psvchodyntuiiic  engineering,  105-106, 
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"Psychologizing"  by  patient,  167 
Psychology    of   learning    {see    Learning, 

psychology  of ) 
Psychoneurosis  {see  Neurotic  behavior) 
Psychopaths,  13,  24,  141,  180,  228,  236, 

254,  341,  344,  351,  377 
Psychosexual  development,  150  {see  also 

Sexual  problems) 
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61,  65,  66,  68,  70,  71,  74,  93,  135, 
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judgments,  54 
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Resentment  of  parents,  208,  214 
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261,  264,  267,  302,  333,  334,  363, 

371,  377,  378 
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Retrospective  falsification,  277 
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"Reversion,"  9,  350 
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distortion,  317 
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Scrupulosity,  76,  356 
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Seductiveness  and  seduction,  41-43,  50, 
53,  54,  61,  62,  91,  92,  96,   156, 
189,  247,  249,  250,  252-253,  254, 
257,  287,  353,  358,  368 
Self-absorbed  patients,  344 
Self-acceptance,  221,  354,  382 
Self-accusations,  51,  52 
Self -concept,  243,  253,  310,  374 
Self-confidence,  93,  151,  206,  277,  365 
Self-defeating   attitudes,    151,    362,   363, 

376 
Self-degradation,  325 
Self-deprecation,  139,  157,  364 
Self-discovery,  357,  358 
Self-esteem,  308,  317,  319,  375,  376,  382 
Self-esteem,  of  therapist,  260 
Self-evaluations,  27 
Self -identification,  342 
Self-image,  77,  208,  209 
Self-indulgence,  166 
Self-perception,  208 
Self-preservation,  instinct,  278 
Self-punishing  conscience,  208   (see  also 
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Self-regard,  325 
Self-reliabihty,  365 
Self-respect,  249 
Self-responsibihty,    112,    152     (see    also 
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Semantics    and    therapy,    113-115,    266, 

283-284,  349 
Senses,  communication  through,  278 
Sensibility,  in  patients,  70 
Service,  demand  for,  162 
Sex  of  therapist,  98 

Sexual  problems,  177,  185,  247,  248,  253, 
254,  257,  258,  263,  303,  358,  375 
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affairs,  181 

as  form  of  aggression,  187 
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demands,  141 
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deviation,  35 
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experiences,  128-129,  238 
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orgies,  96-97 
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Sights,  278 
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284,  295,  296 
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Smell,  sense  of,  278 

Snyder,  William,  19-21,  59-60,  187-188, 
201,  228-229,  264-265,  348,  350, 
351,  353,  354-355,  368,  369,  370, 
372,  373,  374,  377,  378 
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Social-sexual  impulses,  215-216 
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Society,  Culture  and  Personality,  23 

Socio-cultural  approach,  251 
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Socratic  therapy,  76-87,  356-358 
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108 
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Starr,  Adeline,  292 

"Statement  suicide,"  47 
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"Stereoscopic  experience,"  190 

Stimulus-response  ps\cholog\",  SO 
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25,^27 
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Subjective  habit,  215 
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nication ) 

Suggestion,  use  of,  107,  193,  198,  254.  370 
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131,  133,  138,  140,  155,  182,  221, 
237,  254,  255,  257,  261,  270,  279, 
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Supportive-permissive  approach,  376 

Symbolization,  191,  215 
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Tantrum-Uke  behavior,  187 

Taste,  278 

"Testing  hmits,"  13-14,  23,  24,  37,  125, 

126, 318 
Tests,  diagnostic,  171 
Theorie  und  Therapie  der  Neurosen,  10 
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Therapeutic  psychosis,  26 
Therapeutic  regression,  25 
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62,  157,  169,  177,  353 
Touch,  278 

Transference,  15,  20,  21,  26,  41-43,  60, 
71,  72,  82,  83,  89,  91,  94,  97-99, 
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Wheehs,  Alan,  85 

When  PropJiest/  Fails,  199 

Whitaker,  Carl,  25-26,  61-63,  173-174, 
254,  284-285,  297-298,  311-312, 
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